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THE PRESENT STATUS OF THE TREAT- 
MENT OF ULCER OF THE STOMACH 
AND DUODENUM.* 


By A. MURAT WIILIS, M. D., Richmond, Va. 


The treatment of ulcer of the stomach and 
intestine is indeed a hackneyed subject: my ex- 
cuse in bringing it up for discussion rests solely 
upon the apparent lack of agreement regard- 
ing what may be considered fundamental prin- 
ciples. One is, in a measure, prepared to en- 
counter differences of opinion between the 
internist, on the one hand, and the surgeon, on 
the other; it comes somewhat as a surprise, 
however, to discover that the surgeons are, to a 
considerable extent, as divided among them- 
selves as they are united against the ‘medical 
man, It is presented with the hope that a pre- 
sentation of certain views that have recently 
been expressed in the literature, together with 
fairly obvious deductions therefrom, may help 
to establish harmony and to bring out clearly 
the definite roles that should be played by the 
internist and the surgeon, working in close co- 
operation, to effect a cure. 

In a recent article, Sherren discusses the 
value of gastro-enterostomy in the treatment 
of duodenal ulcer, According to him, the end 
results of this surgical procedure far exceed 
those obtained by any form of medical treat- 
ment, whether looked upon from the point of 
view of cure or of the risk attaching thereto. 
He further states that it is undoubtedly correct 
that the mortality of the medical treatment of 
chronic ulcers is vastly greater than the surgi- 
cal. Up to January 1, 1924, he had treated 768 
cases of duodenal ulcer sur gically, chiefly by 
gastro-enterostomy, with a mor tality of a little 
less than 2 per cent. He has been able to trace 
500 cases operated prior to 1922; and is par- 
ticularly gratified to learn that of this num- 


ber 463 are and have remained perfectly well; ° 


giving a percentage of cures amounting to 92.6 


*Read at the fifty-sixth annual meeting of the Medical Society 
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per cent. Of 903 cases of chronic gastric and 
duodenal ulcer followed for over two years, 
774 have remained absolutely well (85.7 per 
cent); and secondary ulceration occurred _ 
only twenty-nine instances (3.2 per cent). 

makes the important statement that sets 
who go for two years without symptoms never 
develop them later.” 

No less optimistic is the view of Balfour re- 
garding gastro-enterostomy, as expressed be- 
fore the Surgical Section of the American 
Medical Association in June, 1924, This 
author says: “In large surgical clinics where 
gastro-enterostomy is the operation of choice 
for chronic duodenal ulcer, satisfactory results 
are reported in from 80 to 90 per cent of 
cases.” He has gathered information con- 
cerning the present condition of 1,000 patients 
upon whom this operation was performed at 
the Mayo Clinic more than ten years preced- 
ing. The operative mortality, according to 
Balfour is under 2 per cent; 88 per cent of 
the patients were relieved of their disagreeable 
symptoms by the operation; and secondary 
ulceration occurred in only 3.5 per cent of the 
cases, 

Though dealing with a smaller series of 
cases, the statistics of Haggard and Floyd, 
are essentially in agreement with those of 
Sherren and of Balfour. They say that 85 
per cent of their series have been, practically 
speaking, cured by gastro-enterostomy; their 
mortality rate was 4.1 per cent; they make no 
mention of secondary ulceration, They are 
of the opinion that well placed and well exe- 
cuted gastro-enterostomies in the average case 
of duodenal ulcer are attended with very gra- 
tifying results. 

Unfortynately, however, all surgeons do not 
appear to have been as successful in the treat- 
ment of ulcer by gastro-enterostomy as have 
been those just cited. In discussion of Bal- 
four’s paper, Strauss stated: “There are, how- 
ever, clinics that do not report such a high 
percentage of excellent results from gastro- 
enterostomies. For instance, recently in 
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Schmieden’s clinic in Germany, out of 250 
gastro-enterostomies, 50 per cent were found 
to be failures.” Strauss appears to incline 
strongly to more radical measures; believing 
that it is essential in many cases not only to 
hasten the emptying time of the stomach but 
also to remove the underlying pathological 
condition responsible for the ulcer. Clair- 
mont, likewise, reports only about one-half 
of his cases as cured after gastro-enterostomy ; 
while Sauerbruck, in a series of seventy cases, 
obtained good results in only 36 per cent. 
Isaac-Krieger recognizes that gastro-enteros- 
tomy is a yaluable measure in many instances, 
but he feels that every time that it is under- 
taken for the relief of ulcer the future of the 
patient is shrouded in uncertainty; a cure is 
frequently the result; but, on the other hand, 
there is a considerable proportion of cases 
where not only a failure to obtain relief oc- 
curs but the discomforts are definitely in- 
creased by the operation. 

Lewisohn seriously questions the efficacy of 
gastro-enterostomy. He states this operation 
has been employed for over thirty years, and 
if it had proved entirely satisfactory in that 
length of time, there would not be the gradual 
increase in the number of surgeons advocating 
more radical measures; a trend which points 
strongly to the conclusion that failures fol- 
lowing gastro-enterostomy are very frequent. 
Lewisohn believes that the generally accepted 
figure of 5 per cent for the incidence of 
secondary ulceration after gastro-enterostomy 
is entirely too low; due to imperfect analysis. 
He states that many surgeons are unaware of 
the ultimate fate of a large proportion of their 
patients; considering “only the few patients 
who come back to their clinic for re-opera- 
tion.” A perfect follow-up system is neces- 
sary before positive conclusions can be drawn: 
communication by letter is most unsatisfac- 
tory; the patients should be seen and examined 
at frequent intervals. 

By a follow-up system which certainly seems 
to approximate his ideal in its efficiency, 
Lewisohn has ascertained the results follow- 
ing gastro-enterostomy performed by himself 
and his associates at Mt. Sinai during the 
years 1915-20. In striking contrast to the ex- 
perience of Sherren, Balfour, and other opti- 
mistic operators, Lewisohn found that gastro- 
entérostomy, with or without exclusion, ef- 
fected a perfect cure in less than 50 per cent 
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of their cases. Even more disheartening was 
his experience as regards secondary ulcera- 
tion; this was noted in over 34 per cent of 
his cases. 

By the study of a series of cases which he 
admits is too small to be more than sugges- 
tive, Forsyth has recently discussed the ques- 
tion as to the relative efficiency of surgical 
and medical methods in the treatment of duo- 
denal ulcer, His patients were among the 
beneficiaries of an assurance society; they 
were all medical men; and they were free to 
select the method of treatment which they pre- 
ferred. Of the-fifty-nine cases, thirty-three 
(56 per cent) were treated surgically ; twenty- 
six (44 per cent) selected medical treatment. 
The mortality in the series subjected to surgi- 
cal treatment was a little over 9 per cent; none 
of the medically treated patients succumbed 
during the period of observation. The aver- 
age period of invalidity in the surgical cases 
was five months; in the medical cases four 
and one-half months. The longest period of 
invalidity was eleven and one-quarter months: 
this occurred in a surgicaliy treated patient; 
the longest period of invalidity for a medi- 
cally treated patient was six and three-quarters 
months, An examination of all the cases con- 
firms the view that the cases treated surgically 
are rather longer before being restored to 
health. After lapses of time ranging from 
one to ten years, 36.3 per cent of the operative 
cases suffered relapses; 38 per cent of the medi- 
cal cases suffered relapses in the same periods. 
The author believes that his figures “give no 
support to the claims to greater effectiveness 
of either surgical or medical treatment; on 
the contrary, they show that the results of the 
two methods leave little to choose between 
them.” 

To what are we to ascribe this astounding 
difference in the results following the opera- 
tion for duodenal ulcer and gastric ulcer? It 
cannot be explained by the assumption of 
greater skill on the part of the advocates of 
the operation, Among those whose reported 
results are poor are surgeons whose skill is 
second scarcely to any. The explanation is 
probably to be sought in the definition of 
the word, “cure;” to one operator, the fact 
that his patient survived the operation and 
is still able to perform the ordinary duties of 
life entitles him to be considered as “cured ;” 
to another statistician, the persistence of the 
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-lightest digestive disturbances following the 
operation is sufficient for him to regard this 
procedure as having failed. It is a point of 
~ome interest that, practically without excep- 
tion, the surgeons who are dissatified with 
vastro-enterostomy have a more radical meas- 
ure that they wish to substitute for this 
comparatively conservative operation. As 
Lewisohn says, there is a growing tendency 
among a group of surgeons in this country. 
following the lead of European operators, to 
favor more and more such operations as sub- 
iotal gastrectomy. With a mortatity in their 
hands only slightly higher than that follow- 
ing gastro-enterostomy, the results of gastrec- 
tomy for the relief of uleer reported by some 
of the enthusiastic advocates of the operation 
are striking in their excellence. But what is 
to be the ultimate outcome in cases subjected 
to the removal of a considerable portion of 
an important organ: with, probably, a com- 
plete suppression of hydrochloric acid secre- 
tion? Physiologists attribute a role of some 
importance to this acid in the processes of 
ligestion; it is believed by many to have a 
most essential influence in regulating the hy- 
drogen ion concentration of the alimentary 
tract and to regulate fundamentally the char 
acter of the intestinal flora. Indeed, there 
are those who have suggested that the absence 
of hydrochlorie acid from the digestive juice - 
will ultimatety result in profound disturb- 
ances, pernicious anemia being one of the re- 
sults which have been ascribed to such. an 
absence. Sufficient time has not vet elapsed 
to enable us to determine the actual force of 
objections of this nature; with the passage of 
years, it may be found that immediate relief 
from the uleer symptoms has been purchased 
only at the price of even more serious dis- 
turbances. 

That excellent results often follow the ap- 
plication of surgical methods in the treatment 
of gastric and duodenal ulcer is recognized by 
the internist as well as the surgeon. We are 
told of the dire consequences of the delay fol- 
lowing the use of medical methods: fatal 
hemorrhage; perforation; or malignant trans- 
formation of the ulcer rendering subsequent 
surgical intervention of no avail. As a matter 
of fact, convincing evidence that intelligently 
applied medical treatment ever aggravated the 
condition of an ulcer patient is wanting: in- 
deed, honesty impels me to admit that mosi 
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~triking improvement or apparent cure has been 
the consequence of medical therapy in certain 
cases of ulcer where the prognosis, as judged 
from the surgical standpoint, was extremely 
dubious. We should not lose sight of the 
fact that surgery is but a branch of medicine; 
our field is a comparatively restricted one. 
Every intelligent physician recognizes the 
necessity of individualization in handling dif- 
ferent patients; and our present imperfect 
knowledge of the etiology of duodenal ulcer 
and of its course, as evidenced by recovery un- 
der medical treatment or even in the absence 
of any treatment, should make us hesitate im- 
mediately to urge surgical operation as soon 
as a diagnosis is made, Effective treatment 
of gastric and duodenal ulcer depends upon 
close co-operation between surgeon and in- 
ternist; it is my firmly established belief that 
every case of duodenal ulcer that has not 
progressed to perforation or is not compli- 
cated by pyloric obstruction should be seen by 
an internist; and that only after a reasonable 
trial of medical treatment has resu:ted in fail- 
ure should resort be had to operation. As 
has already been indicated, it is extremely 
unlikely that harm is done by the use of medi- 
cal methods in the ulcer patient; on the con- 
trary, even in those cases where complete re- 
lief is not obtained by this form of therapy 
and subsequent surgical treatment is deemed 
necessary, the rest in bed and alkali adminis- 
tration generally effects some improvement 
und renders the patient a better surgical risk. 
With surgery, the case is different: it is diffi- 
cunt or actually impossible ever to restore the 
conditions which have existed prior to opera- 
tion; and we may see as a consequence of our 
efforts in this direction not only a failure of 
the patient to improve but an aggravation of 
his condition which ean be relieved only by 
subjecting him to a second laparotomy, or 
which, unhappily, is beyond relief. 

In chronic ulcer of the stomach surgery is 
probably safer and preferable to medical 
treatment; one of several operations may be 
done, depending upon the location of the ulcer 
and skill of the operator: such, for example, 
as excision of the ulcer, with or without gas- 
tro-enterostomy or partial gastrectomy. In 
duodenal ulcers, surgery is indicated in the 
chronic type that has resisted proper medical 
treatment; in eases with pyloric obstruction 
and in all instances of perforation; using such 
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operations as excision of ulcer, pyloroplasty 
(of the Mikulicz or Horsley type), or gastro- 
enterostomy with or without excision of the 
ulcer. 

Surgeons have loudly proclaimed the fail- 
ure of the medical treatment of ulcer; never- 
theless, they stress the importance of post- 
operative medical treatment of the patients 
upon whom they have operated. I am un- 
aware of any surgical clinic in this country 
where a fair trial of medical therapy is made 
before subjecting the patient to operation; the 
common procedure is to reach a diagnosis 
chiefly by roentgenological examination and 
have immediate recourse to surgery. Indeed. 
a positive diagnosis may be made only after 
opening the abdomen in the course of an ex- 
ploratory operation; and, although the symp- 
toms may have been vague and the physical 
findings indefinite, more or less radical meas- 
ures are considered necessary by many opera- 
tors. Both surgeon and internist should take 
a broader view of the problem presented by 
gastric and duodenal ulcer; it does not appeal 
exclusively to the one or to the other but de- 
mands the harmonious co-operation of both 
these practitioners of the healing art if we are 
best to serve our patient’s needs. 


SIMPLE ULCER OF THE SMALL 
INTESTINE.* 
By I. A. BIGGER, M. D., University, Virginia. 

Ulcers of small intestine may be due to a 
number of causes, the most frequent of which 
are typhoid fever, tuberculosis, dysentery, cir- 
culatory disturbances, intestinal obstruction 
and malignancy. In addition to the usual types 
we find described, chiefly in the Italian and 
French literature, an ulcer of the small intes- 
tine which is similar in many respects to the 
simple ulcer of the stomach and duodenum, and 
also to those described by Dubs', Fischer? and 
others, in the large intestine. These ulcers 
seem to produce few characteristic symptoms. 
There is a marked tendency to perforate. 
Hemorrhage has not been noted in any case. 

The typical lesion, according to Basile’, is a 
small punched out ulcer. The edges are rather 
smooth but in some cases there is a terraced 
appearance due to the decrease in the diameter 
of the opening in each coat of the bowel from 
within outward. In most instances there is 


*Read at the fifty-sixth annual meeting of the Medical Society 
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little inflammatory reaction surrounding the 
lesion. No evidence of any specific cause has 
been described. The condition apparently oc- 
curs rarely, or at least is rarely diagnosed, for 
Merriel* could collect only twenty-six (26) 
cases from the literature in 1922, His case and 
five others reported since that time® ® 7 make 
a total of thirty-two (32) published cases. We 
wish to add two cases both of which appar- 
ently fall into this group. 

Case I. 


Mr. C. J. W., aged 20, white, a day laborer, entered 
the University of Virginia Hospital, February 12, 
1921. His health had been generally good until 
one week before admission. He had had the usual 
diseases of childhood, but no severe illness or acci- 
dent. His appetite and digestion had been good and 
there was no history of diarrhea or constipation. He 
had not passed blood by bowel nor was there any 
history of abdominal pain. No history of venereal 
infection. 

One week before admission he noticed that he be- 
came easily fatigued; that he was constipated and 
had an occipital headache. He was, however, able 
to work the day before entering the hospital. Febru- 
ary 12th, at 5 A. M., he developed severe pain in 
the epigastrium, radiating over the abdomen. There 
was nausea, but no vomiting. When seen, twelve 
hours later, the abdomen was slightly distended and 
there was quite marked tenderness over the lower 
portion, most marked in the right lower quadrant. 
There was definite rigidity. Examination of heart 
and lungs was essentially negative. The tempera- 
ture was 100° F., pulse rate 88, respirations 20 per 
minute, leucocytes 16,000, and urine negative. The 
tentative diagnosis was acute appendicitis, and im- 
mediate operation advised. 

On entering the peritoneal cavity considerable 
cloudy but practically odorless fluid was found. Ex- 
amination of the appendix showed no evident in- 
flammation. A small perforation was discovered in 
the wall of the ileum on the side distal to the mesen- 
tery and about three inches above the ileocecal valve. 
The perforation was two millimeters in diameter 
and surrounding this was an area of induration 
about one centimeter in diameter. This area was 
excised and the bowel closed transversely with mat- 
tress sutures of fine silk. The remainder of the 
bowel in this segment appeared normal. No enlarged 
Peyer’s patches were discovered. The appendix was 
removed and two cigarette drains inserted. 

On examining the mucosal side of the specimen 
a cone-shaped ulcer, one-half centimeter in diameter, 
was found. The edges were smooth and relatively 
clean. Microscopic examination of the margins of 
the ulcer showed hemorrhage and infiltration with 
small round cells and polymorphonuclear leucocytes. 
There was proliferation of tissue cells and capillaries. 
Nothing was found to suggest typhoid, tuberculosis 
or neoplasm. 

Cultures, taken at operation from the ulcer and 
from the fluid in the peritoneal cavity, showed only 
the usual intestinal flora. This was also true of 
cultures made from the results of sterile enemata. 
Repeated blood cultures and Widals made following 
operation were negative. The blood Wassermann was 
negative. 

The patient's recovery was practically uneventful 
and he was discharged on the thirty-second day after 
operation in excellent condition. 
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Case II. 


E. M., aged 43 years, colored, who entered the 
University of Virginia Hospital on December 15, 
1924, complained of seVere abdominal pain of three 
days’ duration. 


Ou December 12th, he developed a severe pain in 
the right lower quadrant of the abdomen. This 
pain gradually became generalized and the follow- 
ing day he vomited several times. The day before 
entering the hospital the pain was more severe, 
crzinp-like in character, and accompanied by frequent 
vomiting of dark brown material. 


When admitted to the ward his temperature was 
100, his pulse 130 per minute and of poor quality, 
and his respirations 26 per minute. Leucocytes were 
9,000 per cubic millimeter. His skin was cold and 
moist and his expression anxious. The heart and lungs 
were negative. Abdominal examination showed mod- 
erate distention with marked fullness below the um- 
hilicus. There was some tenderness throughout, but 
more marked in the lower portion. A mass was 
felt projecting through the internal ring into the 
right inguinal canal. Rectal examination revealed 
tenderness and a distinct fullness anteriorly. A 
definite diagnosis was not made. 


At operation the mass in the inguinal canal was 
found to be adherent omentum. There was a large 
auantity of pus somewhat localized below the level 
of the umbilicus. Further exploration revealed a 
perforation about one-half centimeter in diameter, 
at about the junction of the upper and middle third 
of the ileum. There was only slight induration sur- 
rounding the perforation and the remainder of the 
bowel showed only inflammation of the peritoneal 
coat. The ulcer was excised and the bowel closed 
transversely with mattress sutures of fine silk. An 
enterostomy was made about three inches above the 
ulcer site. The peritoneal cavity was flushed with 
normal saline solution and two cigarette drains in- 
serted. 


The ulcer had a characteristic punched out appear- 
ance with smooth edges. Microscopic examination 
of the margin of the ulcer revealed acute and chronic 
inflammation. There was no evidence of specific in- 
fection or of malignancy. Cultures which were made 
from the ulcer and peritoneal cavity at the time of 
operation, and a blood culture made three days after 
operation, showed bacillus coli. Another blood cul- 
ture made eight days after operation was negative. 
The blood Wassermann and Widal reactions were 
negative. 


The abdominal incision became infected and on 
the eighth post-operative day crepitus was detected 
around the wound. Smears and cultures showed the 
bacillus aerogenes capsulatus. All necrotic tissue was 
removed and multiple incisions made in the abdomi- 
nal muscles around the wound. He was given 400 
cubie centimeters of gas bacillus antitoxin intra- 
venously within the next twenty-four hours. There 
was no further spread of this infection and healthy 
granulations soon appeared. 


The patient, however, continued to vomit and show 
other evidences of peritonitis. Death occurred on 
December 30th, fifteen days after operation. 

The most important autopsy findings were acute 
diffuse peritonitis, acute nephritis and broncho-pneu- 
monia with pulmonary edema. The intestinal mu- 
cosa showed no distinctive changes and in dissect- 
ing the mesentery the blood supply appeared normal. 
A prune seed was found near the site of the ulcer. 
No intestinal parasites were discovered. 
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Discussion 

The symptoms of simple ulcer of the small 
intestine would seem to be very indefinite, even 
absent in many cases, until complicated by 
either perforation or obstruction. 

Charbrut® states that these lesions are never 
recognized until perforation occurs. In one of 
our cases there was a history of some general 
malaise for one week before perforation oc- 
curred, but examination of the ulcer showed 
evidence of new tissue formation which would 
indicate that the ulcer had been present for a 
considerable period of time. In the other case 
there were no symptoms until perforation oc- 
curred although there was some evidence of 
tissue regeneration in the margin of the ulcer. 
The diagnosis in these cases is obscure and in 
the majority of those reported the pre-opera- 
tive diagnosis was appendicitis. 

The gross and microscopic picture as shown 
in our two cases was similar to that described 
in the literature and in turn to that seen in 
simple ulcer of the remainder of the gastro- 
intestinal tract. However, in Case II the acute 
inflammatory reaction was more marked than 
is usually found. In both cases the ulcers 
were definitely the punched out type and there 
was nothing to indicate a specific cause, The 
absence of any evidence of specific infection 
was supported by the negative clinical findings 
and histories. 

The etiology of these ulcers has not been 
definitely determined, as is the case in simple 
uleer of the stomach and duodenum. A case 
reported by Fischer? was first diagnosed simple 
ulcer of intestine but at autopsy the patient 
was found to have a hypernephroma of the left 
kidney with metastases to the mesentery of the 
bowel adjacent to the perforation, Fisher con- 
eluded that the ulcer was metastatic and had 
so completely broken down that no trace of the 
tumor was left. Makai’ considered this ex- 
tremely improbable and believed it to be a 
true case of simple ulcer. 

Brigidi” reported a case in which he found 
multiple ulcers of the lower ileum, and in the 
same segment of bowel hemorrhages in the 
submucosa with partial destruction of the 
mucosa, It was his opinion that the ulcers 
were the result of pressure from the extrava- 
sated blood. 

A case of repeated perforating ulcers of the 
ileum reported by Gale had many characteris- 
tics of the so-called simple ulcer, In this case 
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there appeared to be a definite relation to a 
focus of infection in the external auditory 
canal, 

In neither of our cases could the ulcer be at- 
tributed to any specific cause, However, in 
Case II the presence of the prune seed near 
the site of the ulcer suggested trauma as a pos- 
sible causative factor. 
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DISCUSSION OF PAPERS BY Dr. WILLIS AND Dr. Biccrer. 
ON ULCER OF STOMACH AND INTESTINE. 


Dr. JAMES W. Hunver, Norfolk:—I do not know 
when I heard two papers of greater import than 
these two to which we have just listened. In 1918 
I spent a few days at the Mayo Clinic. At that time 
Dr. Charles Mayo was inclined to believe all -cases 
of ulcer after gastro-jejunostomy as due to linen 
thread. Within the last few weeks Dr. Moore, who 
is Dr. Carman’s right-hand man, read a paper at 
the meeting of the American Roentgen Ray Society. 
in which he said that not oniy those cases, but a 
large percentage of others developed gastro-jejunal 
ulcer. I forget Dr. Moore's statistics, but he gave 
us to understand that the number they had seen was 
rather large. 

I should like to ask Dr. Bigger a question. He 
reports two cases of ulcer of the small intestine 
and terminal ileum. I think every surgeon and roent- 
genologist has seen adhesions around the terminal 
ileum. The question is whether these are the so- 
called Lane’s kinks, or due to ulcer. 

Dr. P. St. L. Moncure, Norfolk:—About fifteen 
years ago it seemed that everybody was operating 
for gastric and duodenal ulcer, and operating on 
symptoms alone. The patients all, for a time, were 
relieved. I went on with the rest, operated on my 
cases, and reported some of them. After a time 
some of them commenced coming back with their 
complaints, and on two or three of them I had to 
operate a second time. I am thankful to say that a 
coupling up of the duodenum with the jejunum re- 
lieved the situation. Some of them refused to be 
operated upon, and we had to do something, so we 
commenced the medical treatment, and I dare say 


VIRGINIA MEDICAL MONTHLY. 


| Apri:. 


that most surgeons now operate fifty per cent less 
than they did ten years ago on these cases. We do 
find that rest in bed, bismuth, and an alkaline diet 
and medication will do more for us than surgery— 
though, of course, there are some cases that require 
surgical treatment. I simply got up to indorse Dr. 
Willis’ idea of the swinging of the pendulum to the 
medical treatment. I am glad to indorse his paper, 
and am glad to say that the trend of surgeons now 
in the treatment of gastric and duodenal ulcer is 
toward the medical rather than the surgical side. 

Dr. Dovéias VANDERHoor, Richmond:—This paper 
ot Dr. Willis’ is certainly refreshing. I happened to 
be sitting next to a well known surgeon from Nor- 
folk while Dr. Willis presented his paper, and he 
said: ‘It is very interesting, very valuable, a very 
powerful paper; and also peculiar in that a surgeon 
should be so strongly advocating medical treatment.” 
However, going back about eighteen years in experi- 
ence with peptic ulcers, it was our personal custom 
always to ask for a surgical consultation. A great 
many of our early cases were treated surgically here 
and in other clinics, and a good many individuals 
were seen who had not been previously diagnosed 
or treated by us, who sought relief for rather ag- 
gravated digestive disturbances following gastro- 
enterostomies or other operations for peptic ulcer. 
I came to the feeling that surgery relieved about 
sixty-five per cent of the cases of peptic ulcer, and 
that it failed, and failed seriously in about thirty- 
five per cent. Coming at that time into knowledge 
of the work of Dr. Bertram Sippy, of Chicago, I 
tried out a modified Sippy treatment, cautiously, and 
the results were most gratifying, not only in the 
immediate results, but in giving permanent relief, 
so that medical treatment is now employed almost 
as a routine in the treatment of uncomplicated duo- 
denal ulcer. 

Patients with gastric ulcer and certain duodenal 
ulcers are referred to the surgeon because of the 
possibility of malignancy or the doubtful outcome 
of medical treatment. Cases with frank hemorrhage 
are always treated medicaily. Penetrating ulcers 
may or may not be treated medically. Acute perfora- 
tions, of course, are treated surgically. Patients are 
treated in an ambulatory manner for two years, 
very seldom requiring hospitalization. They are 
checked up at intervals of six months, by X-ray ex- 
amination, preferably by the roentgenologist who 
diagnosed the case. We are finding in this way that 
not only can duddenal ulcer be cured symptamati- 
cally, but the deformity often disappears. In talk- 
ing to these individuals, I explain that medical 
treatment cures approximately only fifty per cent 
of the cases, but the fifty per cent of failures are 
observed in the persons who do not follow the treat- 
ment. 

Immediate operation on a patient found to have a 
peptic ulcer should be absolutely condemned. Why 
not give that patient the advantage of medical treat- 
ment? I saw the astonishing statement in one of 
our medical journals that medical treatment is dan- 
gerous. I have seen only one patient die under 
medical treatment, and that was some years ago, 
before the treatment was perfected. The ulcer con- 
tinued to ooze, and insistence on our part that it be 
treated surgically was disregarded. The results of 
medical treatment are sometimes astonishing. We 
have had patients come in with a large six-hour resi- 
due, who have been relieved without an operation 
that is serious, that is dangerous, that is %ften fol- 
lowed by secondary ulceration at the site of the 
operative procedure, and that fails to afford relief 
in at least thirty-five per cent of the cases. 
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Dr. WARREN T. VAUGHAN, Richmond:—Assuming 
that the results from medical and surgical treat- 
ment are perhaps about the same, call it fifty per 
cent or sixty per cent, or call it more, the fact re- 
mains that there is a percentage that do not get well 
from either form of treatment. I just want to bring 
up the po:nt that it is not a problem of treating 
the ulcer alone, but of treating the patient. Smithies 
goes so far as to intimate, though he does not say 
it outright, that if you will remove all the focal 
infections, the ulcer will get well anyhow. We 
might say that the present status of the treatment 
of ulcer is tonsillectomy! I had occasion recently 
to go over a series of cases that had been operated 
on, and while a large number had relief, many had 
recurrence of symptoms. It was found that a large 
percentage of the latter had gall-bladder infection 
at the same time. We should stress particularly the 
removal of focal infection, the correction of other as- 


sociated conditions, and the treatment of the patient 


as a whole. 

Dr. I. A. Biccer, University, closing the discus- 
sion:—About the adhesions around the duodenum, I 
think it is possible that some of these cases, at least, 
are due to ulcer. Ulcer may occur without giving 
any definite symptoms. I can not answer the ques- 
tion definitely, but we do know that some of these 
patients have had ulcers for a considerable period 
before the appearance of symptoms. 


A VALUABLE DIAGNOSTIC SIGN IN THE 

EARLY ATAXIC STAGE OF TABES.* 

By J. ALLISON HODGES, M. D., Richmond, Va. 

Signs are as important as symptoms in many 
nervous diseases, Only one scientific fact i~ 
to be emphasized in this paper, and its dis- 
cussion will be brief. It relates to the sympto- 
matology of tabes, and the significance of the 
development early in the ataxic stage of this 
disease of the “stairs” sign. 

This sign is a form of ataxia seldom studied. 
or even alluded to in text-books, but personal 
observation has taught me that it is valuable 
in the diagnosis of the early ataxic stage of 
tabes, The diagnosis of this disease is both 

easy and difficult ; so easy in the fully de- 
veloped ataxia or paralytic stage, that the 
merest tyro will not be deceived, but difficult, 
and, at times extremely difficult in the early 
stages, especially when there are no marked 
evidences of incoordination. It is well known 
that a tabetic patient is ataxic because of de- 
ficiency of afferent impressions, more e&pe- 
cially from his muscles and from his joints. 

If the muscle tonus of such a patient is 
impaired or lost, the muscles are hypotonic. 
thereby making the movement more or less 
jerky and inharmonious, It is a further well 
known fact that if the patient closes his eyes 


*Read at the fifty-sixth annual meeting of the Medical Society 
of Virginia, in Richmond, October 13-16, 1925. 


VIRGINIA MEDICAL MONTHLY. 


7 


the regulating influence of vision is lost, and 
he becomes more ataxic. 

The “stairs” sign, which determines the pa- 
tient’s ability to descend properly a series of 
stair-steps, with eyes open, but not directed 
to his feet, or in certain cases, with eyes 
closed, thus at one time testing both the muscles 
and joints, appears to me as one of the most 
deiicate and definite tests of ataxia, and one 
that is often apparent before other signs of 
ataxia are evident. 

This procedure easily suggests any existing 
incoordination, and then can be definitely de- 
termined in the case of tabes by a further study 
of the kinesthetic sense, and, still more im- 
portant, the joint sense, together with the con- 
(ition of the deep and plantar reflexes and 
other existing signs and symptoms of tabes. 
Recently, in looking over the records of some 
cases of tabes which I had had the opportunity 
of seeing early and following carefully, I 
found that nine out of twenty-three cases 
showed evidences of ataxia by this test, before 
it was demonstrable by other ordinary tests, 
such as Romberg’s sign, the “w ash-basin” 
sign, the “heel and toe” sign, etc., or before 
other positive tabetic reflexes and manifesta- 
tions became apparent and rendered a conclu- 
sive diagnosis. 

This sign, then, is offered, not as superior 
to other well-known tests, but as one that is 
easy of application, and, because of its appeal 
to a joint test at the same time of the muscle 
and joint senses, manifesting usually earlier 
indication of incoordination than any other 
procedure with which I am familiar. 

To be conclusively diagnostic of tabes, other 
conditions, either present, or developing in 
pathologic sequence, must, of course, be ap- 
parent, and must be evaluated correspondingly 
in a final decision. 

5 Fast Franklin Street. 


DISCUSSION. 


Dr. ——-—: I should like to ask Dr. Hodges to 


“tell us the details of making this test. 


Dr. J. Attison Honces, Richmond, replying to the 
inquiry: Simply this, to take a short staircase and 
have your patient abstract his attention from every- 
thing else, and, looking straight before him, descend 
the stairs. If the ataxia is advanced to any degree 
at all, he cannot lift up his legs, which, of course, 
is an automatic sense, usually, and put them down 
properly in descending say eight or ten or a dozen 
steps. as easily as he could walk on a floor. If it is 
a case that does not manifest ataxia with the eyes 
open, with the vision thus abstracted, close the pa- 
tient’s eyes and have him walk down a lesser num- 
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ber of steps, and often. you will find ataxia mani- 
fested to an extent that you had not anticipated. 

It seems to me that it is a very useful test, being 
earlier manifested than the Romberg and other 
tests, and, the earlier it is detected in these cases, 
the more hope of success there is in the treatment. 


THE INDICATIONS AND LIMITATIONS 
OF ANTILUETIC DRUGS.* 


By T. LATANE DRISCOLL, M. D., Richmond, Va. 
Associate in Syphilology, Medical College of Virginia, Richmond. 


The question has been often asked by stu- 
dents in medicine, why give more than one 
drug in the treatment of syphilis, since 
arsphenamine is concededly the most potent, 
and why will arsphenamine in itself not cure, 
and why the necessity of mercury, potassium 
iodide, bismuth, and a host of other drugs in 
conjunction with arsphenamine? And, since 
they are all given, what is the specific indica- 
tion for any one, and what is the limitation? 

I am not aware that these questions have 
been answered satisfactorily, nor perhaps will 
they be by me, but the very fact that there 
seems no general information on the subject 
constitutes my apology for this paper. 

First, arsphenamine must be looked upon 
as our most active antiluetic drug, as manifest 
by the almost dramatic rapidity of healing in 
syphilitic lesions following the injection, to- 
gether with the disappearance of treponemata. 
and the clearing up of positive serology. 

The indication, then, by all deductive rea- 
soning must be this therapy in all syphilitic 
infections, irrespective of the stage, due em- 
phasis being given contra-indications. Thes: 
contra-indications are not so broad as one 
might suspect, as most of the diseases consti- 
tuting contrary therapy are in reality syphili- 
tic conditions. True there may be positive or- 
ganic defects that would not warrant any kind 
of intravenous work but, under ordinary cir- 
cumstances, they exist not in fact, but in the 
commercial literature. The most brilliant re- 
sults, of course, in the administration of sal- 
varsan, or silver salvarsan, is in early primary. 
or secondary syphilis, by saturating the pa- 
tient to the point of tolerance before the tre- 
ponemata have wrought organic changes in the 
biological medium, and before there has become 
a generalized involvement of all, or most of 
the important organs. 

In this stage of syphilis, it would seem that 
arsphenamine alone has cured without the 


*Read at the fifty-sixth annual meeting of i? Medical Society 
of Virginia, in Richmond, October 13-16, 1925 
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synergistic effects of other drugs, thus exempli- 
fying Ehrlich’s earlier ambition; however, we 
should not assume this hypothesis as entirely 
correct, and cut short any treatment. 

The indications are rather definite but when 
we should limit our arsenical medication seems 
not so clear, In other words, when should we 
assume that a given patient has had the num- 
ber of “606” injections that will suffice? 

In the opinion of the writer it is wholly a 
question of immunology, a conclusion arrived 
at from studying types of cases over a period 
of years, summing up the number of relapses 


after a definite number of injections, and com- 


paring these groups. I feel this would be 
burdensome reading, and will omit a detailed 
report but base my opinion upon the final re- 
sults. 

After about eight injections of “606”, the 
average patient develops a tolerance for 
arsenic, in other words he becomes arsenic-fast, 
and with this condition it is apparently use- 
less to give this drug further. Then there 
should be a rest period from arsenic for some 
few weeks that the patient may become de- 
tolerated, or this resistance be overcome, after 
which time treatment should again be insti- 
tuted. 

As to the requisite number of series, assum- 
ing eight or about this number as a series (as 
this number ordinarily produces drug-fast- 
ness), it would seem that a minimum of three 
series should be given to obtain the best, re- 
sults, irrespective of clinical or serological 
findings after each series; a study of less than 
three series shows the greatest number of re- 
lapsés after an observation period of two years 
following the last injection. 

In late syphilis, especially complicated by 
a focus of infection as in neuro- -involvement, 
the number of series must be increased to meet 
the individual indications. | 

Just where mercury stands in the thera- 
peusis of syphilis has created much discussion 
in the past few years, and it is generally agreed 
that it occupies a very definite position as a 
synergistic remedy. It has a selective action 
on protoplasm thus perhaps actually killing 
the treponemata in their regenerative stage. 

As to the point of tolerance of intramuscu- 
lar mercury, it would seem that after from 
twelve to fifteen injections there is but a very 
indefinite therapeutic result, and the kidneys 
will show some irritation. For physiologic 
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reasons persistence beyond this point is not in 
accord with good judgment. Therefore, a rest 
period should intervene to allow for the re- 
covery of the kidneys and other organs, plus 
the fact that suitable time be allowed for the 
process of detoleration. 

Potassium iodide occupies at present a very 
enviable place in the treatment of gummatous 
infiltrations, more especially bone involvement 
of the head and face. For reasons not ex- 
plained by me, arsenicals do not have entirely 
the desired effects in ulcerations of the nasal 
septum and palate. I have had these struc- 
tures proceed to perforations under active ar- 
senical treatment, when they would be con- 
trolled by the iodides in an amazingly short 
time. 

Assuming that there is an inhibition of the 
antiferments, allowing the proteolytic ferments 
to cause lysis and absorption of granulomatous 
material, this therapy is suggested in all nodu- 
lar and gummous lesions, which develop more 
or less constantly in all cases of late syphilis. 
The time required for this action varies, but 
it is safe to infer that within about three 
months the results one might expect have been 


consummated, and there has developed a re- 


sistance to iodides. The patient meantime 
should be put on some treponemicidal agent. 
There is some agitation at present for bis- 
muth compounds which seem to have the most 
unmistakable place in the treatment of those 
cases that are resistant to other drugs as the 
result of tolerance, and those cases that do not 
take mercury well. There is constantly before 
the operator the possibility of bismuth intoxi- 
cation and, if this does not develop, the results 
after about fifteen injections are but indiffer- 
ent, demonstrating that resistance to the drug 
is had rather promptly; consequently, for best 
results, after this period, other drugs must be 
resorted to. 
The question as to why arsphenamine will 
not cure in itself has been answered in sub- 
stance in the above statements; namely, either 
the patient develops bodies immune to the ef- 
fects of arsphenamine, or an arsenic-fast type 
of treponemata is developed. This latter calls 
for a rest period which allows Nature to break 
down this resistance (which of course is only 
a relative term) and in this case the complete- 
ness of this process is the ratio between the 
good and bad results, or there should be a 
substitution of other well known antiluetic 
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drugs for either their synergistic or trepone- 
mal qualities. 
Medical Arts Building. 


DISCUSSION 


Dr. R. B. James, Danville:—The trouble about this 
rapid treatment with arsenic is that you really do 
not know when to quit giving it. The old method 
for the acute case, of giving large doses of mer- 
cury until the symptoms subsided, and then keep- 
ing the patient on mercury for years, was very satis- 
factory. The only trouble was in getting the pa- 
tient to do it. In treating a man now you give him 
this arsenic preparation, as the doctor said, three 
series of eight each, and if you leave that man 
alone and do not keep him under treatment for sev- 
eral years, the chances are it will come back. Un- 
der these circumstances, I give the iodid of mercury 
one-fourth grain three times a day, for eighteen 
months or two years. We furnish the drug, because 
in that way we have a string on the patient; he will 
come back, and if he does not we get after him. 
I have been practicing a long time, and I have never 
known a case to relapse where the patient religi- 
ously adhered to this treatment. We have not used 
the arsenic treatment long enough to know whether 
the patient is cured, or not; twenty or thirty years 
must elapse before we can be sure. Then, why 
abandon a method of treatment we have found effi- 
cacious for so many years? It is treating the patient 
unfairly to omit such valuable treatment; so I would 
say use the arsenic by all means, as much as you 
like, until you hope the patient is well. Then, to 
make assurance doubly sure, give him small doses 
of mercury three times a day for two years. 

Dr. H. O. Bett, Salem:—In regard to Dr. Dris- 
coll’s paper on antiluetic treatment, I want to put 
in a plea for two things in which I am especially 
interested. They are congenital syphilis and the 
treatment of syphilitic mothers before the child is 
born. Dr. Findlay, of Glasgow, has brought out 
the point that the mother can be treated up to the 
eighth month of pregnancy and give birth to a per- 
fectly healthy child. ‘He has also brought out the 
fact that a child can be born with a positive Wasser- 
mann and without syphilis. So I want to put forth 
a plea, from the public health standpoint, that every 
pregnant woman with a positive Wassermann be 
given careful and thorough treatment, to the end 
that we may eliminate from the generations to come 
that thing which, after it has gotten here, we can 
not treat with any assured success. 

Dr. Driscott, closing the discussion:—I wish to 
thank these gentlemen for the discussion. It would 
have been impossible for me to have covered the 
treatment of syphilis in the time allotted. 

I do not wish to make the impression that I ex- 
clude mercury. My idea simply was to bring out 
the suggestion that tolerance is established in the 
use of these drugs. Nor do I wish to make the im- 
pression that three series will necessarily cure. Each 
ease of syphilis is a law unto itself. Surely we 
cannot do away with mercury. Unquestionably mer- 
cury has a very definite synergistic effect, and we 
must persist in this. In the primary and very early 
secondary cases of syphilis there is a tendency on 
the part of the profession to give the minimum 
amount of arsphenamine and mercury, but that is a 
mistake. I stated that each and every case, irre- 
spective of serological and clinical findings, should 
have at least three series of mercury, in order to 
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secure the best results. Usually, in the primary or 
early secondary stage, we have a negative serology 
after a short course of mercury or arsenic. These 
cases should have thorough treatment. 


TREATMENT OF PNEUMONIA.* 

By B. M. RANDOLPH, M. D., Washington, D. C. 
Professor of Clinical Medicine, Medical Department of George 
Washington University. 

In discussing the therapy of acute pulmo- 
nary inflammation, it will perhaps be profitable 
to use the time allotted in giving some per- 
sonal impressions, rather than to try to give 


a systematic discussion, such as is found in- 


text-books. 

The elder Loomis, is reported to have said. 
“there are some cases of pneumonia you can’t 
cure; there are some you can’t kill; and there 
are a few in which treatment and nursing will 
determine the question of death or recovery.” 
Loomis represents the full flower of the pre- 
bacterial age of clinicians, and we have only 
to compare statistics to decide on the progress 
proceeding from the discovery of the parasitic 
origin of this disease. 

A few years ago we thought we had gotten 
the last word on etiology in the publication 
from the Rockefeller Institute of the differ- 
entiation of the pneumococcus into Types I. 
II, III, and IV. Subsequent studies by others 
have shed no little uncertainty on the classi- 
fication of all but Type I, and bacteriologists 
as well as clinicians feel that further study 
is needed to establish all the facts. Further- 
more, the idea that what we have called lobar 
pheumonia is synonymous with pneumococcus 
pneumonia, and that streptococcus pneumonias 
are all secondary infections and diffuse pneu- 
monias, must, in the light of clinical and post- 
mortem findings, be abandoned. Certainly 
acute primary streptococcus pneumonias do 
occur, which, from the standpoint of the phy- 
sical examination, cannot be differentiated 
from croupous pneumonia, My own opinion 
is that the entire subject of the pathology of 
acute pulmonary inflammation badly needs a 
complete reconsideration from the ground up. 

Type I pneumococcus produces in the lung 
(and elsewhere) an inflammation that appears 
to have all the characters of a specific infec- 
tion, It is acute and self-limited. It has a 
characteristic exudate. It runs a_ violent 
course, and, if the patient survives, will termi- 
nate abruptly in a given time. The prognosi« 
*Read in a ‘symposium on Acute Primary “Pneumonia before 
fe see Society of the District of Columbia, January 27, 
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in young persons and adults with sound hearts. 
livers and kidneys is good. With advancing 
vears and coincident disease or deterioration. 
the prognosis becomes more grave, Statistics 
of treatment which do not take these factors 
into consideration cannot be judged on their 
face value. 
Sreciric Toerary 

Antipneumococcus serum derived from in- 
oculating horses with Type [ pneumococcus 
was reported from the Rockefeller Institute to 
have reduced mortality from 25 per cent to + 
per cent. Others have not had such good 
results, My own experience with a small num- 
ber of eases indicates that this treatment is 
immediately followed by a marked reduction 
of toxic symptoms, fever, dyspnea, cardiac 
embarrassment, pain and nervous irritability. 
The duration of the disease and the resélution 
of the exudate are not affected. We naturally 
wonder why this method has not taken a 
stronger hold on the profession, This is un- 
doubtedly because : 

a. The required laboratory facilities for 
the study and control of cases are not available, 
and probably never will be at hand except in 
selected clinics; certainly not for patients of 
the general practitioner as professional work 
is done today. 

b. The danger of treating patients w.thout 
proper preliminary desensitization is grave. 

ec. The technique of administration requires 
exceeding care and no little skill for safety. 
Too rapid administration can kill a patient. 

d. The frequent serum reaction, usually a 
(listressing urticaria, is enough to make it un- 
popular, 

e. When used in all ages and conditions, the 
results are not what we were led to hope for. 

Attempts at specific treatment of other types 
of pneumococcus infection and of streptococcus 
infection have not stood the test of critical 
analysis, It would seem, therefore, that, ex- 
cept for a better understanding of the nature 
of the infection, we have little at hand for 
treatment that was not available before we 
knew anything about bacteriology. The best 
we can do is to realize that the patient cures 
himself and by intelligent co-operation with 
the resources of Nature to help him through. 

We can do much by: . 

1. Proper care of colds. The majority of 
cases, even the most fulminating ones, have a 
preliminary stage of malaise and irritation of 
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the upper air passages, Early attention on 
the part of the patient to such conditions will 
prevent many cases, and improve the prog- 
nosis in such as do develop. Protection from 
fatigue, exposure, dissipation and_ indiscre- 
tion in diet are measures here indicated. A few 
hours may make an important difference in 
prognosis. 

2, With the onset of the disease, immediate 
and complete confinement to bed has most to 
do with a favorable outcome. 

3. Begin treatment with a brisk catharsis. 
Calomel—grains ii with resin of podophyllum 
—grain 4, in a single dose, accomplishes this 
satisfactorily. 

4. Alkaline medication should be instituted 
early, and it should be continued throughout 
the febrile period. I prefer the vegetable salts. 
the citrates and acetates, sodium citrate being 
my usual choice, It is pleasant to take; it is 
very soluble; it does not react with the acid 
of the gastric juice, as do the bicarbonates, but 
is absorbed without change; it is converted 
into carbonate in the body fluids, and has the 
same systemic effect; it soothes bronchial irri- 
tation; it liquefies the pulmonary exudate; it 
produces a gentle relaxation of the skin and a 
mild diaphoresis; it reduces the acidity and 
increases the output of urine; it reduces the 
hydrogen ion concentration of the blood, In- 
creased hydrogen ion concentration is a part 
of the pathology of acute pulmonary inflam- 
mation, About two drams a day is ordinarily 
sufficient. 

5. Oxygen Inhalation. I place this here. 
not because of its reliability, but because oxy- 
gen hunger is one of the grave conditions 
met with. It is not understood to what extent 
this hunger is due to inadequate aeration, or 
how much to the impaired capacity of the 
blood cells to utilize that supplied from the 
air. In some cases the administration by in- 
halation of concentrated oxygen gives con- 
spicuous relief, and in others fails entirely. In 
persistently cyanosed cases, I think it should 
be tried. 

6. Topical Applications, It is the fashion 
today to sneer at the use of local applications 
to the chest? but I am of the opinion that in 
the early stages much benefit is derived from 
them. Often the trouble is that the disease is 
not recognized as such until extensive invasion 
of lung tissue has taken place, such as can be 
recognized by dulness, bronchial breathing, 


bronchophony and crepitant rales over an en- 
tire lobe. Chill, fever, pain in the chest and 
respiratory difficuty should be the basis of a 
presumptive diagnosis of pneumonia, and if 
active treatment were begun immediately, I 
believe the percentage of aborted cases would 
be larger. 

Mustard paste is most valuable at the onset. 
It should be mild, one part mustard to five parts 
flour for adults, and one to ten for children. 
It should include the entire chest from arm- 
pits to costal margins, and should remain on 
until it begins to burn, According to the sen- 
sitiveness of the individual skin, such a paste 
will be borne from one to several hours, A 
brisk hyperemia of the skin without blistering 
will be seen on its removal, It may be re- 
applied after the hyperemia has subsided, but 
this is usually not indicated. 

The Wet Compress. This should be applied 
to the entire chest. It is especially adapted to 
children of five to twelve years, Exact techni- 
que is important. Change and reapply as fast 
as it gets dry and hot, The interval will be 
governed by the intensity of the fever. It is 
sometimes amazing to see the relief that fol- 
lows of the dyspnea, rapid respiration, pain 
and nervous symptoms. 

Warm Bath, Especially adapted to infants 
is the full bath at a temperature 90° to 100° F. 
for five to twenty minutes, the duration and 
temperature being regulated according to age. 
It should always be accompanied by friction 
throughout the bath, Irritability is soothed 
and the baby sleeps. I have seen cases appar- 
ently aborted by this treatment alone. 


Drugs 

Alkalies have already been discussed. Other 
drugs that help the patient through are: 

Ligitalis, There is no question of the effi- 
ciency of this drug in carrying the heart 
through its ordeal. It should be given early 
and in sufficient quantities as soon as the 
heart shows the need of it. Some recommend 
its routine use from the start. I have never 
been able to convince myself that this prin- 
ciple is the correct one. Certainly many cases 
get through admirably without digitalis, I 
do not feel that I know how much to give 
except by using the heart’s performance as a 
guide. I believe that if we are properly alert, 
we will see the indications in time to get the 
full benefit of its use, It must be remembered 
that collapse of the peripheral circulation 
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may take place from the effect of the toxins 
on the vaso-motor system, and that digitalis 
will not meet this type of circulatory failure. 
I use a good tincture in a liquid pepsin vehicle, 
and have yet to meet with any reason for a 
substitute. If we are called to see an emer- 
gency case, where myocardial collapse has been 
permitted to occur without digitalis, the in- 
jection of strophanthin may save a life. 
Whiskey. I am one of those who still be- 
lieve that whiskey saves the lives of some who 
suffer with pneumonia, as well as with other 
septic conditions. I do not believe that we 
know all that there is to be known of the 
physiological action of ethyl hydroxide, and 
think that future physiological and pharma- 
cological investigations will justify the em- 
pirical practice of earlier generations of phy- 
sicians, I feel that in addition to its manifest 
beneficial effect on the peripheral circulation, 
as shown by the improved quality of the pulse, 


it is, in the presence of acute infections, the’ 


best and safest nerve sedative and sleep pro- 
ducer we have. Of course, the majority of 


cases require little or none, but elderly pa- 
tients and those who are habituated to the use 
of alcohol (and there are still such) have their 


prognosis decided by its use. 

Coal Tar Antipyretics are, in my opinion, 
contraindicated, If pain requires an anodyne, 
codeine is safest, but, with the proper use of 
topical applications, little anodyne is needed 
in most cases. 

Strychnine I do not use except in convales- 
cence, especially of the aged. The common 
practice of giving full doses of strychnine half 
dozen times a day, day after day, is to be con- 
demned. Such medication produces nervous 
irritability and insomnia which are most in- 
jurious. 

_Caffein I rarely use, because I have been 
disappointed in its effect as a medullary stimu- 
lant. Possibly I do not know how to use it. 
Prolonged and repeated use offers the same 
objection as does strychnine of increasing 
wakefulness and nervous irritability. 

Camphor. I have seen apparently excellent 
and prompt results from the injection of 
camphor in oil in cases with vaso-motor col- 
lapse, but I am certain that the claims made 
for it by some are exaggerated. 

Diet 

The most important element is an adequate 

amount of water. Some patients are thirsty, 
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while others do not seem to crave water. The 
latter must be given enough to keep up a good 
urinary flow. 

Food. Some nourishment is, of course. 
necessary, but a patient is not likely to starve 
in a nine day illness, and the ravages of low 
diet will be speedily repaired by the convales- 
cent appetite. With asthenic patients, and 
those in whom the course of the disease is more 
prolonged, daily attention should be given to 
the food intake. Adapting the diet to the 
habits and digestive capacity is the practice 
which I have found most satisfactory. 


CoNVALESCENCE 

In Type I pneumococcus cases, after the 
crisis, the convalescence is rapid, and return 
to activity can be regulated by the condition 
of the heart. Streptococcus and mixed type 
cases must be guarded much more carefully, 
as they are prone to relapse and extension of 
the lung involvement. They should be kept 
absolutely at rest in bed until the temperature 
has been normal for forty-eight hours, and 
thereafter activity should be very gradually 
increased, I regard this a very cardinal fea- 
ture of the management. 

Hygiene. There should be plenty of ven- 
tilation and light in the sick room. An atmos- 
phere of 60° F. is advantageous to robust 
adults with Type I pneumonia, provided they 
are protected against direct draught. Infants 
and elderly persons require a warmer tempera- 
ture. Streptococcus cases are more subject to 
sweats and relaxation of the peripheral circu- 
lation, and chilling should be prevented. 

Light, unless shining directly in the patient’s 
eyes, causes no harm or inconvenience, I am 
against the darkened sick room in all but eye 
cases; things escape notice that need to be 
seen. 

A sponge bath twice daily makes the patient 
comfortable, has a favorable effect on the vaso- 
motor system, and promotes sleep. 

. The patient should be prevented from mak- 
ing any effort for any purpose. Everything 
should be done for him, I frequently forego 
needed X-ray and physical examinations in 
order not to tax the heart. 


ProPpHYLAXIS 
This is based on the hypothesis that the 
exudate from the respiratory passages contains 
the infecting agent. Visitors should, of course, 
be excluded for the patient’s sake as well as 
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for their own, Other patients in a hospital 
ward can be effectively protected by proper 
screening. Attendants must be particular 
about washing their hands after rendering 
service, Food utensils should be scalded. Bed 
linen should be boiled before returning to 
common supply. Bedding should be disin- 
fected on the completion of the case. 


SuMMARY 

1. Early diagnosis and the prompt institu- 
tion of treatment is fundamental. 

2. Treatment must be adapted to the in- 
dividual patient. What will help one may 
hurt another. 

3. If we are to get proper results from 
therapeutic procedures, we must see that they 
are properly applied. A chest compress im- 
properly applied is much worse than no com- 
press. This applies to nearly every measure 
used, If you wish a thing done right, it is 
best to see to it yourself. 

4. Streptococcus infections have a very dif- 
ferent course from Type I pneumococcus in- 
fections, and their management as well as their 
prognosis is essentially different. 

5. From the standpoint both of therapy and 
prognosis, the effort should be made to as- 
certain the bacterial origin of every case of 
pulmonary inflammation. 

2010 R Street, N. W. 


TREATMENT OF HEMORRHOIDS BY 
INJECTION.* 
By E. H. TERRELL, M. D., Richmond, Va. 

‘The radical operation for hemorrhoids, un- 
til a few years ago, was the only recognized 
method, Every other means seems to have 
had associated with it a certain degree of 
quackery, and, largely for this reason, was 
vigorously condemned by every ethical physi- 
cian. Especially was this so in regard to the 
injection of hemorrhoids. This, even today, 
is considered by some to be a dangerous and 
unscientific procedure, but every observer 
must acknowledge, however, that it is gradually 
gaining friends, It seems that former preju- 
dices against it are being dispelled as men of 
undoubted character and professional stand- 
ing, here and there, announce their satisfaction 
from the use of one of the drugs ordinarily 
employed. 

The most reliable data seems to show that 


Protologic Society, at Atlantic 
City, N. J., May, 
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the injection of hemorrhoids originated with 
one named Mitchell, of Illinois, about the year 
1871. For a long time the formula used was 
not given except for a consideration, which 
carried with it the right of use only in cer- 
tain restricted areas, It is said that those at- 
tempting the treatment were untrained and 
knew little or nothing of rectal pathology. 
Under such circumstances, there is no wonder 
that the method soon fell into disrepute. The 
condemnation it received was perfectly justi- 
fiable, but the fault lay with the men who at- 
tempted to use it rather than with the method 
itself. The fact that it has survived at all 
under such conditions is truly remarkable, and 
is good evidence that there is something of 
value in it. 

The treatment originally consisted in the 
injection of a solution of carbolic acid. This, 
used in various strengths and often in combi- 
nation with other drugs, is still very popular 
with many proctologists both in this country 
and abroad. Notable among the very strong 
advocates of the carbolic acid treatment is 
Arthur S. Morley, of London. He recently 


has published a book on hemorrhoids, the 
greater portion of which is taken up in a dis- 


cussion of the treatment by means of this 
drug. He recommends a solution of approxi- 
mately 20 per cent. Some others prefer a 
much stronger one, The results obtained from 
its use in properly selected cases are un- 
doubtedly good, but, judging from the reports 
seen, complications, particularly prolapse, 
strangulation and bleeding, are more frequent 
than should be. I have had no experience 
with carbolic acid in the treatment of hemor- 
rhoids, and cannot speak authoritatively for 
or against it. 

Any efficient treatment which is truly am- 
bulatory, in the strict sense which the word 
implies, appeals to most sufferers from hemor- 
rhoids. In my opinion, every proctologist 
should be equipped and prepared to treat 
suitable cases by some one of the ambulatory 
methods, of which there are several. Patients 
are traveling long distances every day for the 
treatment of hemorrhoids, because, in their 
home town, surgery is the only means of cure 
offered them. A hemorrhoid operation is gen- 
erally feared much more than one for appen- 
dicitis or, in fact, any other involving the 
abdomen, The reason for this is due to the 
experience of those who fall into the hands 
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of inexperienced operators, They delight in 
telling their friends of the torture through 
which they passed, Often it is not much ex- 
aggerated, and so it becomes spread around 
that the operation should be avoided when- 
ever it is possible to do so. The fact is, as 
every member of this society knows, a prop- 
erly performed hemorrhoidectomy ordinarily 
is followed by little or no pain, The converse 
is also true, that when there is much _post- 
operation pain it has been improperly done. 

Regardless of the surgeon’s choice in the mat- 
ter, the patient’s wishes must receive some con- 
sideration, If he can be cured by a safe mean= 
without an operation, is there any reason why 
it should be denied him? Of course, not all 
hemorrhoids can be cured without operation. 
In my experience, only about 50 per cent 
of those seen are suited to the non-operative 
method, The others demand surgical inter- 
vention if a satisfactory result is to be ob- 
tained, It is in the selection of cases, or rather 
the selection of treatment best suited to the 
individual case, where the experience of the 
surgeon counts for most, I have known many 
instances where both thrombotic and inflamed 
external hemorrhoids were injected. While no 
permanent damage may have been done, the 
symptoms were made manifestly worse for 
a time, at least. These physicians know noth- 
ing about the diagnosis of rectal conditions and 
none of the principles involved in their treat- 
ment, This same statement will apply to many 
surgeons who operate when the opportunity 
presents itself. I do not wish to convey the 
idea that rectal surgery is more difficult than 
any other branch, or that only the specialist 
should do rectal surgery. I know of many 
general surgeons who do excellent work in this 
region, and many others who do not for the 
reason that they have made no study of rectal 
pathology. I am simply making a plea that 
he who treats rectal diseases, whether by some 
so-called ambulatory method or by surgical 
means, should study the subject seriousiy from 
every standpoint, until thoroughly understood. 
Contrary to the general opinion, there will be 
found principles involved of the greatest in- 
terest, and time spent in their study will not 
be wasted. 

The injection of hemorrhoids seems so 
simple and it is, when one has a thorough 
knowledge of rectal diseases, but there are 
many pitfalls for the one who attempts it 


[ April. 


without that knowledge. Even in the most 
expert hands minor complications will occur 
occasionally, as in all work connected with 
medicine or surgery. There are so many pos- 
sibilities for error in injecting hemorrhoids 
that I can scarcely imagine how an inexperi- 
enced operator could carry the treatments 
through to completion without trouble of some 
kind. My advice always has been not to use 
the method until the rectum and its various 
pathological conditions are quite thoroughly 
understood. 

An injection treatment for hemorrhoids 
should be considered entirely satisfactory only 
when it meets certain necessary requirements. 
In the first place, there must be little or no 
pain during or following its administration. 
Secondly, if the claim is made that the treat- 
ment is ambulatory, it must conform strictly 
to the meaning of the term and the patient 
be able to attend to his social and business 
duties throughout the whole course. Again, 
and most important, it must produce not only 
a symptomatic cure, but a more or less perma- 
nent one, and the parts left in a healthy and 
properly functioning state. 

For the past twelve years I have been using 
quinine and urea hydrochloride in the treat- 
ment of selected cases of internal hemorrhoids 
and have found that it meets these require- 
ments in every respect. I use it in 5 per cent 
solution and only in the simple uncomplicated 
variety. This refers to that rather large class 
of hemorrhoids which bleed or protrude, but 
can be replaced easily, Its use is contra-indi- 
cated when there is inflammation or strangula- 
tion. Also, I advise against its use when the 
sphincters are markedly contracted and spas- 
modic, for this is indicative of infection, Of 
course, it would be useless to treat hemor- 
rhoids by injection when there is a complica- 
tion, such as fissure, fistula or any other con- 
dition which requires surgical intervention. 
Tf an operation is to be done for the complica- 
tion, the hemorrhoids should be removed at 
this time. Only by selecting cases suitable 
for treatment by injection can one hope to 
obtain anything like satisfactory results. No 
ambulatory treatment whatever can be used 
successfully in all cases, although some of the 
advertising cult try to make the impression 
that it can. That it is so is believed by no 
one of experience and who knows rectal 
pathology. An efficient remedy is often 
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brought into disrepute from its use when con- 
tra-indicated. 

The physician must decide at his first ex- 
amination whether or not the patient can be 
cured by office treatment. If he can, he should 
he given the benefit of the much simpler an« 
more economical method. If, in his opinion, 
however, the resuits will not be 100 per cent 
satisfactory, he has only to say so. It is sel- 
dom that the patient will not be guided by the 
physician’s advice when it is plainly stated 
what is necessary to be done. 

Often times, a radical operation may be 
avoided, when the complication, previously 
mentioned, is of such a nature that it can be 
removed in the office under local anesthesia. 
after which the hemorrhoids are injected. 
Good judgment is required here also, for one 
must be able to foretell rather accurately how 
much reaction is to be expected from such an 
operation, My experience has been that it is 
best not to attempt too much in the office. 

For the administration of this treatment, I 
prefer to have the patient placed in the ex- 
aggerated left lateral position. Other opera- 
tors prefer the right side, but it makes little 
or no difference. Under no circumstance 
should a prolapsed hemorrhoid be injected. I 
use a medium size Brinkerhoff anal speculum 
to bring the hemorrhoid into view. With this 
instrument, a good longitudinal view of the 
canal is obtained, permitting an accurate 
placing of the solution where desired. After 
the hemorrhoid to be injected drops into the 
slot, the slide is pushed slightly against the 
tumor which steadies it. I ordinarily use a 
one ¢c.c, Luer syringe with a number 25 needle. 
This is inserted close to the base of the pile 
and carried as near as possible to its center. 
Just enough of a 5 per cent solution of quinine 
and urea is injected to moderately distend the 
tumor. This will take from one-fourth to one 
c.c. of the solution, depending upon its size. 
U sually at the first treatment I use a smaller 
quantity of the solution than I frequently do 
later. There is no objection to treating two 
or more hemorrhoids at one sitting, provided 
there is no marked spasm of the sphincters. 
The treatment should be repeated every three 
or four days until all the tumors have com- 
pletely disappeared. This ordinarily will take 
six or eight treatments, but sometimes more. 
Frequently a symptomatic relief is obtained 
after one or two injections, but treatment 
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should be continued until all tumors have dis- 


appeared entirely. Reports that the injection 
method of treating hemorrhoids is followed 
by many recurrences is due, in my opinion, 
often to insufficient treatment. 

The introduction of a solution of quinine 
and urea into a hemorrhoid is usually pain- 
less, There is, however, frequently an uncom- 
fortable sense of weight and pressure in the 
parts beginning in about a half hour and last- 
ing for approximately the same length of 
time. This discomfort I have found to be due 
largely to the strong acidity of the solution. 
If to each c.c. of the quinine ‘and urea is added 
two drops of an 8 per cent solution of bicar- 
bonate of soda, which is a saturated solution, 
before injecting, the objectionable reaction is 
scarcely noticeable. When more than this 
proportion of soda is added a white precipitate 
occurs, which, of course, renders it unfit for 
use. Apparently a lessening of the acidity of 
the solution by the addition of a proper 
amount of soda does not influence the effi- 
ciency of the remedy. 

I have used quinine and urea in the treat- 
ment of internal hemorrhoids since the early 
part of 1913. During this time, I have treated 
somewhat over 3000 cases with this remedy 
and the results have been uniformly good, As 
previously stated, satisfactory results can be 
gotten only by carefully selecting cases for 
treatment. If one bears in mind that internal 
hemorrhoids are primarily yaricosed veins. 
containing fluid blood, and that quinine and 
urea will eradicate these and anly these, then 
there should be no disappointment from its 
use. More than this should not be expected 
of the remedy. In this series of cases naturally 
there have been some failures to secure satis- 
factory results, but they have been compara- 
tively few. Usually this has been due to poor 
judgment on my part in using the remedy in 
unsuitable cases or in the presence of after- 


‘discovered complications which should have 


precluded its use. 

Complications, the result of treatment, have 
not been many and, altogether fewer than I 
have had during the same length of time on 
a considerably smaller number of hospital pa- 
tients on whom hemorrhoids were excised. 

In this series there have been no deaths, nor 
has there been a single case to cause anxiety 
except probably a half dozen who have fainted 
in the office after treatment. This cannot in 
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any way be attributed to the effects of the 
drug, but is probably physic, for this state as 
often follows the usé of novocain in minor 
surgical procedures. 

I have had no cases of hemorrhage as a 
result of treatment, although one surgeon in 
a distant city reports to me one alarming 
hemorrhage due to sloughing into a blood ves- 
sel, Sloughing is a rare complication, which 
I have seen only a few times, It is due either 
to the use of too large a quantity of the solu- 
tion or to infiltrating the covering of the pile, 
which should not be done. 

There have been a small number of pro- 
lapses with strangulation following the treat- 
ment. Unless the tumors are replaced soon, 
they follow the same course as ordinary 
strangulated internal hemorrhoids and cause 
worry to both patient and surgeon. This, for- 
tunately, is a rare complication from the use 
of quinine and urea, My impression is that 
it occurs much oftener after the use of carbolic 
acid. 

Working in a field more or less constantly 
contaminated as the rectum, one naturally 
would expect many infections, As a matter 
of fact, this seldom occurs as a result of in- 
In this whole series 


jecting hemorrhoids, 
there has not been a deep seated or serious in- 


fection. I have had two marginal abscesses 
to form during the course of treatment. These 
required incision and drainage and were at- 
tributed to infection from treatment. In the 
early years of this work, the most frequent and 
annoying complication was a swelling and 
edema in the covering of the canal or of the 
skin at the anal margin. This occurred oc- 
casionally and would cause the patient con- 
siderable discomfort for several days. In later 
years, I have eliminated this complication al- 
most entirely by using greater care in inserting 
the needle always well above the ano-rectal 
line, so that there can be no extravasation of 
the fluid beneath the covering of the canal. 
In using quinine and urea in the treatment 
of hemorrhoids, as well as for other purposes, 
it should be borne in mind that there are a 
few individuals who have an idiosyncrasy to 
quinine, During my experience I have seen 
only six of these in the 3000 cases treated. 
This is one in each 500 cases, or one-fifth of 
one per cent. While it is true that the per- 
centage of people with this susceptibility is 
very small, when one is encountered, it may 
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cause no little embarrassment for a short time. 
The amount of quinine received at any single 
treatment is so small that rarely will there oc- 
cur more than a transitory reaction. In the 
cases seen by me, only one gave symptoms 
other than a tingling of the skin with some 
itching. This one man, before the treatment 
was completed, asked if I had not given him 
quinine, Almost immediately he was taken 
with nausea and vomiting. This was followed 
by a rather severe attack of asthma which 
lasted for two or three hours, It is useless to 
state that whenever the slightest susceptibility 
was shown, the treatment was not repeated. 


ConcLusions 

After using quinine and urea for the past 
twelve years I am convinced that it is a 
safe, efficient and reliable agent in the treat- 
ment of simple uncomplicated hemorrhoids. 
The remedy has its limitations and satisfac- 
tory results will be gotten only when the sur- 
geon is able to select cases suitable to its use. 
When properly selected and a faultness technic 
is employed, cures approximating 100 per cent 
will be obtained. 

Medical Arts Building. 


MEDICO-LEGAL ASPECTS OF MORBID 
IMPULSES.* 
By ALFRED GORDON, M. D., Philadelphia, Pa. 

The problem of the determination of the 
degree of culpability of a person who has 
committed an antisocial act is sometimes as- 
sociated with great difficulties. A variety of 
factors may enter into the solution of this 
problem. An illegal act may be committed 
accidentally or unexpectedly and independ- 
ently of the person’s will. It may be com- 
mitted under an unavoidable necessity, such 
as in cases of protection of one’s self or one’s 
family. It may be committed under the in- 
fluence of extreme passion or anger, when con- 
sciousness becomes blurred and cerebral in- 
hibition is obliterated. It may be committed 
ly insane persons whose delusional ideas, ac- 
companied or not by hallucinatory images, 
develop morbid impulses of deliberate and 
well planned criminal tendencies. Finally, 
illegal acts may be committed by those who, 
though not insane in the strict sense of the 
word, are nevertheless different from normal 
persons by their power of reasoning, by their 
sentiments, tastes, sympathies, etc. To this 
*Read before the Medico-Legal Society at its October meeting. 
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class belong the large category of psychopathic 
individuals, also the mental defectives. 

We will be concerned here exclusively with 
the medico-legal aspect of morbid impulses in 
psychopathic persons and in mental defectives, 
with the object of determining the degree of 
their responsibility. In such cases there is a 
venuine medico-legal problem to be solved, 
while lunacy, by the nature of the profound 
mental disorder, excludes all possibility of 
discussion. Let us consider the cause of the 
existence and the development of impulses in 
ithe first category of our group. 

The study of morbid impulses in psycho- 
pathic persons is’ very important because of 
the grave consequences to which they may 
lead from the social viewpoint, and hecause 
they constitute episodic manifestations in the 
life of such individuals. 

What is psychopathy? Under this term is 
understood a pathological state of an indi- 
vidual whose psychophysical resistance is con- 
-titutionally diminished; in other words, it is 
a condition which is a deviation from the nor- 
mal type of humanity. In such a person there 
is an interruption of harmonious equilibrium 
existing between various functions of cere- 
hrospinal centres; the co-operation and adap- 
tion of these centres are incomplete. There 
is an ataxia of thought, of sentiment, of will, 
of psychomotor functions. 

According to the parts involved, these pa- 
tients form several groups which are only ap- 
parently different from each other, but under 
which is hidden the same individuality, viz., 
the psychopath. 

The most important characteristic features 
in psychopathic persons are found in their 
psychical sphere. The development of their 
intellectual faculties is irregular and there is 
a want of equilibrium in these faculties. Such 
patients are only partial, incomplete beings. 
They may have a rgmarkable memory but they 
cannot fix their attention. Their mental in- 
stability is sometimes extreme. At the same 
time they may be eccentric, dreamers, with 
romantic tendencies. They are emotional, 
timid, extremely sensitive, impressionable, sus- 
picious, egotistical, haughty, and may be af- 
fected with moral perversity of the gravest 
nature. The best illustration of the loss of 
psychical equilibrium is found in obsessions 
and morbid impulses. The latter is the con- 
sequence of the first. 

What is.an obsession? Normally, an idea, 


a sentence, an image, may unexpectedly in- 
vade our mind and obstinately persist. It 
is sufficient, then, to exercise our will to a 
certain extent and make this phenomenon dis- 
appear. This, so to speak, physiological ob- 
session, never leads to a morbid impulse. When 
a morbid obsession occurs, the cerebral centres 
are invaded by a certain image or idea, which 
remains fixed, and suppresses subsequently all 
antagonistic images or ideas. This is accom- 
plished not without a struggle, but the 
tenacious idea is accompanied by a moral pain 
so intense that it subordinates the will, and the 
individual, perfectly conscious of what is go- 
ing on, but powerless, tinds himself. irresistibly 
forced towards acts of which he himself dis- 
approves. The obsession leads to an impulse, 
and these two phenomena are in the same re- . 
lationship as a thought to the act. 

The characteristic features of an obsession 
are, therefore—A, lucidity as to the pheno- 
menon; B, energetic struggle against the in- 
vaded thought, and C, moral torture. The 
elements of morbid impulses are—A, sudden 
function of a centre or of a group of isolated 
centres without participation of reason or of 
the conscious ego; B, momentary impotence 
of the will controlling the act. 

In a psychopath who becomes fatigued, 
whose nervous system becomes exhausted, there 
may develop obsessions and morbid impulses. 
Depressive emotions, prolonged intellectual ef- 
fort, a prolonged waking state, excesses of any 
sort, abundant hemorrhages, protracted infec- 
tious diseases, disturbances of nutrition, in- 
toxications, especially alcoholic, the sight of 
a capital punishment, the news of a suicide or 
homicide, the recital of a murder, are all pro- 
voking causes of morbid impulses in a psycho- 
pathic individual. 

A young woman of thirty-five who was pro- 
foundly psychopathic, whose heredity was the 
most unfavorable, developed morbid impulses. 
Being a butcher’s wife, she assisted him in 
carving meat in the shop. On several occasions 
while handling the large knife she felt a de- 
sire to cut off the customer’s head. She real- 
ized her condition, she struggled with herself, 
resisting the torturing temptation. Finally, 
once, in the presence of several customers, she 
began to scream; the knife fell out of her 
hands; trembling she begged them to remove 
the knife from her sight, as otherwise she 
would commit murder. 

A young pharmacist, who has been under 
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my care for the last two years, has frequently 
the almost irresistible desire to commit suicide. 
He is fully conscious of his condition, fights 
it often at the expense of his sleep. Once, rid- 
ing on a boat, he felt the necessity of jumping 
overboard. ‘Fearing for himself he begged 
the passengers to tie him to a post and keep 
him in this position until the boat landed. 

Obsessions and irresistible impulses may 
affect also crimes of a less important order. 
In kleptomania there is an irresistible impulse 
to possess objects which are of no value. This 
is frequently done by those who are otherwise 
perfectly honorable, who possess sufficient 
means. Here, again, they are perfectly con- 
scious of the criminality of the act, and of 
the consequence to which it may lead. They 
struggle against this tendency, they suffer 
morally, but they finally succumb to the irre- 
sistible impulse. Arson, assaults, rape, all 
varieties of sexual perversion may be com- 
mitted by a psychopathic individual under the 
influence of an obsession. 

What is the outlook in obsessions with irre- 
sistible impulses? The evolution of these 
symptoms presents nothing typical. It may 
be periodical and intermittent. Sometimes it 
appears for a short period and disappears 
completely. In other cases, it is slow, remains 
stationary for months and years. In still an- 
other series of cases the symptom disappears, 
but recurs from the least cause. 

Obsessions are episodic symptoms in the life 
of a degenerate. They are incorporated in the 
mental state of the individual, and never be- 
come separated from him. Appearing now 
and then during his life, they never undergo 
modifications; they are always the same. 

In making a diagnosis in patients of this 
order, it should always be borne in mind that 
morbid impulses for minor offenses are fre- 
quent in the psychopahtic individuals. 

In determining the nature of and the motive 
for morbid impulses, only a prolonged and 
thorough examination will help to form an 
impartial opinion. Let us briefly emphasize 
the distinctive points as they are essential for 
& proper conception of these interesting 
phenomena. 

When a lunatic assassinates, he is under the 
control of a delusional conception and halluci- 
nation or illusion, by which he is carried away 
towards the abnormal impulse. The latter 
has a special character, viz., unconsciousness 
of the act; automatism is the essential feature. 
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When a morbid impulse is the result of an 
obsession in a psychopathic individual, the 
characteristic features of the act are—the 
lucidity of consciousness, the tormenting men- 
tal struggle before the act is accomplished, the 
realization of the horror of the act. At the 
same time the state of anxiety of the patient 
is accompanied by cardiac palpitation, accele- 
ration of the pulse, headache, tremor, per- 
spiration, etc. All those symptoms occur in 
an individual whose mentality is abnormal, 
irregular, asymmetrical and without equili- 
brium. In such a person also the soma will 
frequently be found deviated from normal; 
there will be present many stigmata of physi- 
cal degeneration, disturbed functions of the 
viscera, of tissues, of organs. A profound 
study of his own life, of his reactions to ex- 
ternal and internal stimuli, of his adaptability 
to surroundings, also of his family history, 
of the hereditary features—such a study is 
indispensable in making a diagnosis. 

Psycuic Facrors or Mentan Derecrives. 

Let us now consider briefly the psychic 
forces in mental defectives which may lead to 
obsessions or morbid impulsive acts. 


In considering all varieties of mental de- — 


ficiency we find a long scale beginning with 
mental monstrosities and ending with slight 
mental feebleness. When the intellectual pow- 
ers are involved in their entirety, we deal with 
idiocy. When the arrest of mental develop- 
ment is only incomplete and is, therefore, com- 
patible with the existence of some intellectual 
manifestations, we deal with imbecility. There 
are also those in whom only certain powers 
are likely to reach a degree of development; 
in whom there is no general, but only partial 
defect of intellectual powers. For example, 
one will show a meager power of intellectual 
acquisition; in another, the power of judg- 
ment is defective; another is incapable of ac- 
quiring elementary mathematical knowledge, 
or a knowledge of the natural sciences; in an- 
other, the power of attention remains very 
elementary; others show a marked poverty in 
the power of reasoning, of generalizing, of 
abstracting, of memorizing, of associating 
ideas. This category of individuals manifests 
a conspicuous inequality of development of 
various intellectual powers. 

From the viewpoint of mental responsibility 
lLefore the law, it would be superfluous. to 
dwell at length on the idiots. The complete 
absence of intelligence. of moral conceptions 
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of sensibility, places an insurmountable ob- 
stacle between idiots and the exterior world. 
Education has no hold on them; impressions 
leave no trace in them. Instinct alone guides 
their actions and their relation to others. 
Their life is reduced to an automatic execu- 
tion of vegetative function. 

In imbecility we find rudiments of intel- 
iectual and moral development. The intel- 
lectual niveau is somewhat higher than in 
idiots which, therefore, permits certain ac- 
quisitions. With considerable amount of pa- 
tience, perseverance and ingenuity one may 
succeed in training imbeciles in certain moral 
principles. In spite of all efforts one can ex- 
pect but a certain degree of mental develop- 
ment in an imbecile. His language remains 
poor as to the number of words; his articula- 
tion is defective; his expression indicates 
poverty of thought, the character of his acts 
corresponds to his manner of thinking. In the 
sphere of morality he exhibits instinctive 
tendencies of a low order. Cruelty, vanity, 
gluttony, masturbation, sexual perversion, ex- 
cesses of all kinds, cowardice, unusual irritabil- 
ity, are all characteristic of imbeciles, and 
these characteristics lead frequently to all sorts 
of abnormal acts. Theft, arson, brutality, 
homicide, are not uncommon in imbeciles. 

Following up the intellectual niveau one 
step higher than in the imbecile, we enter the 
domain of the large group of mental feeble- 
ness, the study of which is of considerably 
higher importance from sociological and legal 
viewpoints than that of idiocy and imbecility. 
Here we meet with a great many varieties and 
subvarieties, and the transition of one into the 
other is imperceptible. This is the most im- 
portant chapter in the study of mental de- 
ficiency, as the number of such individuals is 
legion. We find them with us frequently; we 
deal with them in innumerable transactions; 
we find them on school benches, as well as in 
business life. Their relation to the community 
frequently results in harm. 

This group presents, speaking generally, a 
mentality inferior to the normal in quantity 
and quality. Their intellectual development 
is both delayed and reduced. The slowness 
of mental evolution and its lesser amplitude 
are characteristic. Thus, for example, the 
intelligence of a boy of twelve resembles that 
of a child of five. 

In view of the enormous influence of in- 
telligence upon the shaping of the normal per- 


‘sonality, the resulting moral debility is to be 


expected in the category of persons which is 
the subject of the present study. It is a com- 
mon observation that, apart from idiocy and 
imbecility, one of the chief characteristics of 
the feeble-minded is an obtuseness of con- 
science. The elements of the latter are too 
feeble in the struggle against passions. It 
may happen that the mentally deficient has 
some conception of right or wrong; he may 
feel that he does wrong, but he does not possess 
the aversion which would be characteristic of 
a normal person. The moral censors are not 
powerful enough; the voice of duty is not loud 
enough to be overcome by impulse. ‘The cause 
of this disorder lies in the incomplete develop- 
ment of moral ideas. The want of judgment, 
of will, the weakness of character, render the 
moral personality of the feeble-minded un- 
stable, not resistant, and thus they become an 
easy prey of their passions, 

The majority of the symptoms referable to 
the deviations in the moral sphere gravitate 
around the ego of the mentally deficient. Thus, 
the ego becomes extravagantly accentuated. 
Egotism, consequently, is one of the most con- 
spicuous symptoms of the entire picture. The 
mentally deficient individuals have no other 
thought but of themselves. Nothing moves 
them; nothing disturbs them except their own 
disturbances which they immeasurably am- 
plify. Such a psychic orientation naturally 
leads to a dominating attitude and intolerance. 
Envy or jealousy is another derivation of ego- 
tism. 

Among other typical features of mentally 
deficient individuals may be mentioned impul- 
sive phenomena. They are spontaneous and 
involuntary psychic manifestations. Normally 
our acts are controlled by two factors—desire 
or an impulse for action on the one hand, and 
reasoning on the other. The latter controls 
and inhibits the former. When the intellect is 
impaired or defective, the impulse predomi- 
nates and the desired act is executed, no matter 
how deleterious it may be; in such cases, we 
observe frequently sudden impulsive acts in 
which neither reasoning nor will power inter- 
vene. In some cases the mentally deficient may 
yet at first attempt to reflect upon his pre- 
meditated act; he may yet appreciate the im- 
morality and criminality of an illegal act, but 
the appreciation and meditation are not pro- 
found enough to overcome the instinctive tend- 
ency, and the person succumbs to the latter. 
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Morbid impulses may be manifest not only in 
criminal acts of a gross nature, but also in 
minor acts. The tendency to excesses is com- 
monly observed in these cases. 

We have seen that the two important ele- 
ments of the personality, namely, the intel- 
lectual and emotional, do no more preserve 
the parallelism of the normal individual. The 
intelligence being feeble, it has no more in- 
hibiting power over the moral personality. 
Struggle against passions does not exist, or 
exists in a small degree. Impulsive acts are 
characteristic. The mentally deficient possess 
either an emotivity with exaltation, in which 
great impulsiveness, sudden anger, extreme 
anger, violence and brutality are conspicuous, 
or else emotivity with depression, in which 
they exhibit extreme timidity, extreme shy- 
ness or a tendency to solitude, so that the re- 
semblance to the attitude of a savage is in 
some cases striking. In some cases these two 
conditions may alternate. It is evident that 
the impulsive acts of the mentally deficient in- 
dividuals are the expression of lack of con- 
trol of ideas over passions. As the cerebral 
centres are the source of ideas and of their 
associations, we observe them here in a state 
of collapse; they appear to be withdrawn from 
the chain of genesis of ideas and of their man- 
ner of manifestations. 

Pinel succeeded in convincing human minds 
that insanity was a disease and that there was 
no crime if the criminal was insane while com- 
mitting it. Gradually the field of responsi- 
bility became wider and wider. The criminol- 
ogists of the new anthropological school, and 
with them the psychiatrists and all students 
of normal and abnormal psychology, jurists 
and enlightened laymen, all admit now that a 
psychopath, as defined above, presenting epi- 
sodic paroxysms of pathological impulses can- 
not be considered fully responsible for his 
criminal tendencies and acts, and that, instead 
of being committed to prison, he should be re- 
moved from society and placed safely to un- 
dergo medical treatment. 

As to mental deficiency, we have seen on the 
foregoing pages that besides a certain degree 
of intellectual inferiority, there is particularly 
an inherent deficiency of inhibitory power. 
We have seen that the whole life of mental de- 
fectives is composed of incidents of an instinc- 
tive nature, as the instinct predominates in 
them, and, therefore, their actions are invaria- 
bly the result of mental activities. The im- 
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pulses are no more under control of the cere- 
bral centres which ordinarily regulate our ac- 
tions; but they exercise their influence on the 
motor sphere by producing an excessive activ- 
ity. In such cases naturally there can be no 


‘choice of action; each movement is the im- 


mediate result of sentiment. The acts are un- 
conscious; they must be executed because they 
are out of the field of struggle which normally 
exists between reasoning and passion. The acts 
are, therefore, mechanical, automatic, and of 
a reflex nature. 


Mepico-LecaL 

The question of responsibility of persons 
presenting morbid impulses is of the greatest 
moment from a social and medico-legal point 
of view. It is frequently accompanied by 
difficulties, and has led not infrequently to 
many judiciary errors, 

Primitive society recognized crime as a pun- 
ishable act, irrespective of any other considera- 
tion. The criminal was always punished, no 
matter what his mental state was. Ancient 
legislation ignored entirely the question of ir- 
responsibility. The Romans were the first who 
distinguished between compos and non-compos 
mentis. But the great difficulty was to deter- 
mine under what condition an individual 
ceases to be compos mentis. Prejudices, errors 
of all sorts, religious and political passions in- 
terfere with the proper understanding of cere- 
bral functions, of impulses. These persons 
may be fully aware of the illegality of a cer- 
tain act; they may fully realize that murder, 
assault, arson, deception, which they commit, 
are normally wrong and punishable by law, 
and yet they cannot, by reason of the very 
nature of their mental inferiority, be held 
totally accountable for their actions. 

The medico-legal literature is abundant with 
examples of indiscriminate conviction of this 
category of persons. Notwithstanding the con- 
siderable work of the psychiatrists, and the 
incessant labor of the profound students of 
psychology and of the evident and flagrant 
injustice to mankind, some jurists are loath 
to accept the humane and scientific principles 
laid down by the workers in this field of 
human knowledge. It is, of course, proper 
to advise, as they do, to moderate the passions 
and to learn to control them, but this is pos- 
sible only for a brain free from any hereditary 
or acquired taint. 

The degenerates with morbid impulses are, 
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therefore, irresponsible; but what is the degree 
of their responsibility between the acts, viz., 
during the lucid intervals? Here jurists, 
alienists, anthropologists are not exactly of 
the same opinion, 

The old classical school of criminology be- 
lieves in so-called partial responsibility. They 
say that because an abnormal brain although 
not insane, has an abnormal will, an abnormal 
conception of right and wrong, the law should 
impose only partial punishment. The modern 
psychiatric views, the glory of which belongs 
mostly to the French school and especially to 
Magnan and his pupils, are based upon a dif- 
ferent conception of degeneracy and crimi- 
nology. Lombroso, Ferri, Garofalo in Italy. 
and Broca, Manouvrier, Lacassagne in France, 
have laid the foundation for the modern an- 
thropological school. According to the an- 
thropologists, the criminal is under two kinds 
of influence: Intrinsic, or individual, and ex- 
trinsic, or social. This double responsibility 
in a psychopathic individual is nil, and his 
responsibility is absolute at all periods of his 
life; its excuse lies in the heredity and in the 
morbid impulses which are not present in nor- 
mal beings. 

When an expert is called upon to give his 
scientific opinion on crime committed under 
the influence of an irresistible impulse, he has 
to consider not only the crime but also, and 
mainly, the criminal. As to the criminal, it 
must be determined whether he is insane or 
only a psychopathic or mentally defective in- 
dividual affected with obsessions and morbid 
impulses. 

When the crime is committed without a 
motive, while it is accompanied by a perfect 
integrity of conscience, and preceded by a 
mental struggle, there is no doubt that it was 
the result of a morbid obsession. In insanity 
the expert will sometimes encounter difficulties. 
In the first stages of a mental affection, in 
which a perverted mode of thinking, feeling, 
and acting is not easily recognizable; in epi- 
lepsy, when between the attacks the individual 
is comparatively lucid; in some cases of pa- 
ranoia, when the patient will skilfully con- 
ceal the subject of his delusion—in such cases 
the expert will have to surround himself with 
all possible precautions, obtain detailed per- 
sonal and family histories, interrogate the 
criminal at various times before he decides the 
question of insanity, viz., responsibility. The 
role of the expert in these conditions must 


consist not only of giving a personal im- 
pression more or less justified by his own ex- 
perience, but also of presenting evidence which 
will be understood by laymen. 

The determination of the degree of respon- 
sibility of a criminal should, therefore, be 
placed in the hands of an alienist. Only he is 
capable to determine early stages of insanity ; 
only he is able to determine apart from in- 
sanity the degree of mental control, of inhibi- 
tory power of a delinquent who presents men- 
tal stigmata of degeneracy. 

There is a frequent conflict between medical 
and legal conceptions of insanity. The law 
admits that a man with one fixed delusion 
may be sane on every subject except when he 
touches upon the delusive thought, and some 
jurists consequently argue that he can be con- 
sidered sane before or after a crime is com- 
mitted, but insane during the act. From a 
medical viewpoint, such an argument is un- 
scientific, for, if delusive ideas are apt to orig- 
inate in a brain, the function of its constituent 
elements is certainly disturbed. In such a 
brain one certain delusion may be formed and 
remain fixed, but by the very reason of this 
fact this brain must be considered diseased and 
misconceptions with misinterpretations may 
become manifested at any moment. A person 
thus affected should by no means be considered 
“responsible before the law” before or after 
the crime. 

When an individual conscience is not com- 
pletely developed; when judgment and will 
power are wanting; when egotism is patho- 
logical; when envy and hatred are intense and 
directed towards the dearest and nearest; when 
impulsive tendencies are conspicuous; when a 
thorough appreciation of acts and meditation 
are intrinsically not profound enough to over- 
come instinctive tendencies; when all these 
phenomena characterize mentally deficient per- 
sons, phenomena which constitute an integral 
part of their abnormal make-up, the problem 
of mental responsibility may be solved without 
special difficulty. It requires no special stretch 
of imagination to see that those mentally in- 
ferior, such as depicted above, possess inferior 
and defective conceptions of right and wrong. 
The discrimination between the two is nat- 
urally faulty. They may recognize the illegal- 
ity of an act, viz., that punishment by law 
may follow, but the fundamental and social 
value of a lawless act is not altogether ac- 
cessible to their abnormal or defective intel- 
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lectual and abnormal personality. It is, there- 
fore, evident that their responsibility can by 
no means be total; it must be limited. The 
established legal test of right and wrong can- 
not be applied to those cases. 

Those who create laws and those who ad- 
minister justice view with very few exceptions 
only the social side of the law, and usually 
are not at all interested in psychological and 
medical studies which present a different con- 
cept of criminality and of the criminal him- 
self. It is true that penal legislation and legal 
medicine are distinct and separate sciences, 
but positive criminology must rely on both 
branches of human knowledge. An intimate 
unity of these two sciences is an indispensable 
and an essential condition of progress. Crimi- 
nology has for its object the formation of posi- 
tive laws concerning crimes and the dis- 
covery of remedies for them. With this ob- 
ject in view, it searches the truth wherever 
it can be found, and takes from medical and 
legal sciences data which it needs to form a 
scientific foundation. By the union of the 
two sciences the old and too narrow boundaries 
of human conceptions of liberty and respon- 
sibility will be broken and progress will be 
assured. Our present knowledge of normal 
and pathological processes in the psychic 
sphere and the proper appreciation of ab- 
normal mental operations enable us to avoid 
errors in administering justice. To accom- 
plish the latter, responsibility and irrespon- 
sibility must be viewed from the viewpoint of 
broader principles than heretofore. Human 
liberty and responsibility are two most serious 
elements of life that cannot be dealt with in 
a purely technical manner. In studying a 
crime we must distinguish two factors, viz., 
the conditions in which it was committed and 
the psychic characteristics of the author of 
the crime. 

I will conclude with the following proposi- 
tions: 

The legal conception of responsibility is not 
in accordance with the principles of science, 
and does not satisfy the practical exigencies of 
life. An alienist should be called upon to ex- 
amine such a criminal. Administration of 
justice in such cases should be confided to a 
jurist and to an alienist. 

Administration of houses of correction 
should be placed in the hands of alienists and 
pedagogues. 

Youthful criminals should be placed, not in 
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prisons, but in special institutions where they 
shall receive medical attention. 

Conviction of criminals intellectually and 
morally defective is unjust and should be re- 
placed by prophylactic measures which form 
a part of social hygiene. 

1812 Spruce Street, 


EXPERIENCE WITH NON-SURGICAL 
DRAINAGE OF THE BILE TRACT 
BY THE LYON METHOD.* 


By ALEXANDER G. BROWN, Jr., M. D., Richmond, Va. 
Stuart Circle Hospital. 


Who does not grant that cases of chronic 
catarrhal gastritis, with the retention of its 
hyper-acid contents and catarrhal secretion, 
are benefited by the use of gastric lavage and 
irrigation? Is it not an accepted clinical 
method in the presence of retained pus, to 
“wash-out” the cavity or organ involved’ 
Does not the experience of ‘surgeons and phy- 
sicians coincide in noting the benefit of drain- 
age and irrigation? Is not urinary bladder 
irrigation, gall-bladder drainage, stomach lav- 
age, and colonic irrigation, each, considered a 
good therapeutic procedure in the presence of 
inflammation with retained catarrhal or puru- 
lent matter? So, may we not say that the ir- 
rigation and washing of an inflamed duode- 
num, into which, during the period of gas- 
tric evacuation of food chyme, bile and pan- 
creatic juice has been poured, is of benefit 
in freeing it of excess catarrhal stuff, in this 
way favoring the action of bile and pancrea- 
tic secretion on the food? 

But the method does more than this, Mag- 
nesium sulphate solution reflexly releases the 
bile flow and causes the gall-bladder, with its 
highly concentrated bile products, to evacu- 
ate itself. This action comes about, it is said, 
by the relaxation of the sphincter of Oddi. 
In this process, the gall tract—common, hepa- 
tic and cystic ducts and gall-bladder—receives 
an irrigation, This stimulates and restores the 
bile tract mucosa to improved function. It 
carries away accumulated abnormal bile and 
pollutions. It increases the physiologic prop- 
erties of bile by removing the mucus and the 
thick bile. In this way, the duodenum, the 
bile tract and the secretions of the duct, tend 
to come back to normal. 

Then, on the basis of preserving or reestab- 
lishing the normal condition of the bile out- 
lets, notably the common duct and duodenal 
*Read at Stuart Circle Hospital C‘inical Club. 
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bile basin, periodic irrigation, as inditated by 
symptoms, usually recognized under the head- 
ing of duodenitis, of cholecystitis and some- 
times gastritis, is a valuable procedure in in- 
ternal medicine. 

But, in addition to this, irrigation and lav- 
age, in clearing out inflammatory products, 
permits the intermixing of two important di- 
gestive ferments, namely, bile (with bile acids) 
and pancreatic extract, into the digestive tube. 
as the gastric chyme is run in. These, together 
with the secretion of tht intestinal tract itself, 
are needed to complete in large part the di- 
gestion of food products before the colon is 
reached. 

Again, one should remember that bile is an 
excretion as well. It is important for bile 
poisons to flow from the liver unobstructed. 
Bile is the fluid medium through which the 
end products of muscles leave the body. The 
bile pigment, that physical property which, 
when retained to saturation in the body, pro- 
duces jaundice, is undoubtedly a poison. While 
bile pigment alone, so far as I know, has never 
been shown to be a deadly poison, bile as a 
whole has been shown to be a deadly poison: 
of course, not in the same way nor after the 
same symptoms, but, as uremia is deadly, so 
bile retention seems capable of producing death 
by toxemia, So, bile pigment, bile salts, chol- 
esterol and lecithin, retained in a gall tract, 
or retained in the common duct and the liver 
or blood stream and tissues beyond as the re- 
sult of imperfect elimination at the outlet, 
serves only to make first for “biliousness” and 
later toxic symptoms of lethal nature. 

My experience during the last two years in 
the clinical application of the Lyon method 
of transduodenal lavage has shown that: 

1. Cases presenting symptoms of cholecy- 
stitis are, in a large percentage of cases, re- 
lieved. 

2. Cases presenting symptoms of gastric dis- 
turbances, apparently with interlocking gall- 
bladder symptoms, are frequently relieved. 

3. Cases of so-called dyspepsia, with tender- 
ness over the gall-bladder region, are often re- 
lieved. 

4. In cases of obstructive and catarrhal 
jaundice, relief of jaundice is gotten, elimina- 
tion of toxemia is hastened, and gastro-intesi- 
mal digestive functions are re-established more 
quickly. 

5. In a few cases of gall-stones, in patients 
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declining operation, obstruction, as shown by 
X-ray and by clinical signs, is relieved. 

6. In cases of hepatitis, a course of treat- 
ments of transduodenal lavage with solution 
of magnesium sulphate, when accompanied 
with internal use of bile salts, calcium chloride, 
liver substance and a dietary with low choles- 
terol ingredients, improvement results. 

Patients not infrequently apply for this 
treatment, although much time is expended 
and some discomfort is suffered in each, after 
the course of treatment prescribed is com- 
pleted. This arises, I believe, from the relief 
experienced from digestive disturbances trail- 
ing upon the course of the dysfunction of up- 
per digestive apparatus. One patient, par- 
ticularly, is recalled, who periodically applies 
for a duodenal tap, whereas, we feel that he 
really does not require further treatment of 
this sort. His claim is that he feels better for 
a week after each treatment. 

I beg to call attention to a br lef catalogue 
of. patients who have received this treatment 
in my offices. Much of clinical data collected 
in examination and during the treatment is 
omitted. These cases are cited as representa- 
tive of a rather large number of cases who 
have received this treatment. 

Case I, Mrs. 1.., aged fifty-two, and over- 
weight. For ten years patient has suffered 
from indigestion, dyspepsia, hepatic colic, 
gall-bladder trouble, gastritis, cramps in the 
stomach and like conditions. She has dis- 
played symptoms of pain in right hypochon- 
drium and epigastrium, cramps and intestinal 
distention. Examination by X-ray was nega- 
tive for stomach pathology, without shadow 
of gall-stones but evidence of gall-bladder ad- 
hesions and thickening. Blood-pressure was 
200 systolic Urine showed casts and trace of 
albumin. 

Duodenal lavages were begun November, 
1923. She had an attack of hepatic colic dur- 
ing first treatment. Twenty-six treatments 
were given, The hypertension was lessened, 
abdominal discomfort was less, and no at- 
tacks of pain were experienced during the last 
part of the treatments. She was given the last 
duodenal lavage October, 1924. Since then 
her blood-pressure has been markedly less and 
physical comfort better. She has lost no time 
from her work as bookkeeper. 

Case II, Mr. B., aged forty-five, weight 
210 pounds, complained of pain in epigas- 
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trium, intestinal gas, “dyspepsia” and consti- 
pation. Roentgen ray examination was nega- 
tive. Transduodenal lavage was begun Febru- 
ary, 1924. He was given thirty-eight treat- 
ments to August, 1925. The patient is a 
travelling salesman, markedly overweight, and 
addicted to periodic indulgences in excessive 
food and drink. The treatments have appar- 
ently relieved him of symptoms of cholecy- 
stitis, Although he has been told that further 
irrigation of the duodenum is not needed, he 
occasionally comes and requests a duodenal 
lavage. 

Case III. Mrs. J., aged forty, normal 
weight, complained of severe morning head- 
aches of long standing, associated with yomit- 
ing, “biliousness,” and nervous symptoms, Ex- 
amination indicated gastric atony, and cholecy- 
stitis, Appendix and both ovaries had been 
removed by operation. This patient received 
fourteen transduodenal irrigations by the Lyon 
method, covering the period from November, 
1923, to May, 1925. The patient gained about 
seven pounds in weight during this period, and 
was much freer of headaches and nervous 
symptoms. Since the last treatment, reports 
from her indicate a good state of health and 
no headaches. 

Case IV. Mr. B., occupation, salesman, aged 
thirty-two, complained of persistent indiges- 
tion and disorder of stomach for five years; 
had the same kind of stomach trouble in 1918. 
Appendectomy had been performed for relief, 
and for two years he was better of symptoms. 
Diagnosing his case as cholecystitis, he was 
given four duodenal irrigations. Before the 
fifth treatment was due, he had an acute hepa- 
tic colic. Surgeon operated and a number of 
gall-stones were removed from gall-bladdder. 
No X-ray study was made in this case. The 
treatments probably excited a quiescent gall- 
stone to attempt an exit. In this case failure 
of treatment resulted from an inadequate study 
of the case, an important lesson to draw. 

Case V. Mrs. B., aged fifty, weight 145 
pounds, complained of “lump in chest” and 
“gas on her stomach” for a long time, occur- 
ring in attacks. She received six duodenai 
irrigations from January, 1924, to May, 1924. 
Heart was arrhythmic. Heart disturbed her 
very much, she could not sleep, and she was 
very melancholy. 

After the course of treatment, her general 
condition greatly improved and indigestion 


[April. 


was satisfactory on an allowed diet. Her heart 
function was nearer normal and gave her no 
discomfort, The duodenal taps in this case 
seemed to produce a return to health. 

Case VI, Miss B., aged twenty-four, school 
teacher, weight 152, complained of persistent 
indigestion, nausea and dyspepsia. No pain. 
Her condition was thought to be due to chole- 
cystitis, as X-ray study was negative for 
pathology. She was given eleven duodenal 
irrigations by the Lyon method from March. 
1924, to May, 1924. Her improvement was 
marked, and her symptoms were entirely re- 
lieved. 

Case VII. Mrs. H., aged fifty-six, weight 
185, complained of “heart disease,” indiges- 
tion, aching under left shoulders, nervous at- 
tacks and faintness, She was diagnosed as 
having myocarditis, gall tract infection, hepa- 
titis and climacterium, She was put to bed 
in the hospital and subjected to a series of 
duodenal lavages, covering a period of four 
weeks. The improvement was marked. Heart 
action improved, nervous symptoms dimin- 
ished in violence, and general physical condi- 
tion improved. She lost twenty pounds in 
weight. 

Case VIIT, Mrs. K., aged about sixty-five, 
came to the hospital complaining of shortness 
of breath, weakness, swelling of legs, and 
abdominal discomfort. Examination showed 
blood-pressure 230 systolic, cardiac hyper- 
trophy and symptoms of myocarditis; there 
was liver enlargement and marked tenderness 
in right hypochondrium together with ana- 
sarca, 

She was given frequent duodenal lavages 
by Lyon method for three weeks.. The im- 
provement in all symptoms was striking. She 
left the hospital with somewhat lower systolic 
blood-pressure, with relief from dyspnea and 
dropsy. Digitalis, rest and diet played an 
associate part in this result, possibly tempo- 
rary, but nevertheless definite for the time. 
Wassermann was negative in this case, while 
culture of the bile showed B. coli. 

Case IX. Mrs. A., aged fifty-three, weight 
152 pounds, complained that it was impossible 
for her to “digest food,” that food “turned to 
acid,” that she felt distressed after eating, 
that “food regurgitated into her mouth after 
a meal,” that her “gall-bladder was affected,” 
and that she had a pain under her “right 
shoulder blade,” etc. 
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Diagnosis of cholecystitis and gastritis was 
made. She was given a series of duodenal 
lavages after the Lyon method, and diet was 
limited. She was treated from January 14, 
1924, to April, 1924. She reported complete 
relief from symptoms and a return to good 
health. 

Case X. Mrs. C., aged seventy, complained 
of “mucus rising” in her mouth and a “bad 
taste,”—like she had a “persimmon” in her 
mouth; had tenderness “near the navel.” 

Diagnosis of cholecystitis was made. Bile 
culture was positive. She was given a series 
of twenty-two treatments. Excellent results 
were gotten, Patient was treated from Octo- 
ber 15, 1924, to June, 1925. 

Case XI, Mrs D., aged fifty-three, com- 
plained of diabetes mellitus and cholecystitis 
with jaundice. She was treated with trans- 
duodenal irrigation by the Lyon method from 
February, 1924, to December, 1924, receiving 
only eight treatments in February and March. 
and during the remainder of the period, she 
was treated for diabetes by diet without in- 
sulin, She had had no sign of jaundice since 
the course of treatment, and no colic. Her 
carbohydrate tolerance has improved. Her 
weight was 168 pounds. Apparently she is 
enjoying excellent health, living comfortably 
on 75 grams carbohydrates, 70 grams protein. 
and 100 grams fat without urinary sugar or 
diacetic acid. 

Case XII. Mrs. B., aged forty-five, weight 
162, complained of nausea, vomiting, and pain 
in epigastrium. After considerable study, 
diagnosis of cholecystitis was made. Patient 
was given a series of eight duodenal lavages 
from March, 1924, to June, 1924. The symp- 
toms were stubborn but finally improved. 
Since then, although a case of hypothyroidism. 
she has been free of the stomach and intestinal 
symptoms which so greatly annoyed her prior 
to the use of transduodenal irrigations. 


EXOPHORIA—ANALYSIS AND TREAT- 
MENT OF ONE HUNDRED AND 
SIXTY-SEVEN CASES.* 

By CHARLES A. YOUNG, M. D., M. Med. Sc., Roanoke, Va. 

Of 905 cases of otherwise uncomplicated 
refractions, 167, or 18.5 per cent, showed an 
exophoria of eight or more degrees at thirty- 
three cm. The muscle tests were made with 
a multiple Maddox rod, using a five m.m. light 

*Read before the Virginia Society of Oto-Laryngology and 
Ophthalmology, May 7, 1925. 


at six meters and a one m.m, light at thirty- 
three cm. 

Refractive error, age and sex of the cases 
as follows: 

Hyperopia.—130 cases, or 78 per cent, show- 
ing an average exophoria for distance 114 de- 
grees, and for near 124% degrees. 

Myopia.—26 cases, or 15.5 per cent, showing 
an average exophoria for distance 11/3 de- 
grees, and for near 15 degrees. 

Mixed Astigmatism.—11 cases, or 6.5 per 
cent, showing an average exophoria for dis- 
tance 4 degrees, and for near 1514 degrees. 

Males.—65 cases, or 39 per cent. 

Females.—102 cases, or 61 per cent. 


Ages 10 to 30, inclusive, 95 cases, or 57 per cent. 
Ages 31 to 50, inclusive, 54 cases, or 32 per cent. 
Ages 51 to 68, inclusive, 18 cases, or 11 per cent. 


No cyclophoria was found in any of these 
cases although in about 10 per cent only were 
tests for this condition made. 

Only three cases, or 1.8 per cent, could be 
attributed to divergence excess, These three 
cases had an average abduction of sixteen de- 
grees and an average adduction of nineteen 
degrees, with ten degrees of exophoria at six 
meters, and ten degrees of exophoria at thirty- 
three cm. Fourteen cases, or 8.4 per cent, 
could be definitely classed as cases of conver- 
gence insufficiency, The remaining 150 cases, 
on account of insufficient data, and also on 
account of my inability to understand and to 
judge the part played by a subnormally de- 
veloped third conjugate innervation center, 
or to properly measure the hyper-development 
of the ciliary muscle (the only two explana- 
tions to my knowledge for the presence of 
exophoria with normal abduction, adduction 
and convergence near points), I can only at- 
tribute them in a general way to pseudo- 
exophoria, convergence insufficiency, hyper- 
development of the ciliary muscle, subnormally 
developed third conjugate innervation center, 
or, to what seems to me a reasonable explana- 
tion, a combination of two or more of the 
above causes. 

: TREATMENT 

To stimulate convergence I have for several 
years added minus one-half to minus three 
diopter spheres to the cycloplegic findings, 
thereby requiring the patient to use one-half 
to three diopters more accommodation than 
would normally be needed at all times, Con- 
vergence being stimulated in proportion to the 
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amount of accommodation actually used, the 
minus spheres indirectly increase the degree 
of convergence. 

Normally, for every diopter of accommoda- 
tion we have one meter angle of convergence: 
when reading at thirty-three cm. we use three 
diopters of accommodation and three meter 
angles of convergence. In exophoria, for 
near, the ratio of three diopters of accommo- 
dation to three meter angles of convergence is 
not met; for example, we may have only one 
and one-half meter angles of convergence 
when three diopters of accommodation are 
being used for reading at thirty-three cm, If 
we add a minus one fifty sphere, then, to read 
at the same distance, we will call into p‘ay 
four and one-half diopters of accommodation 
and three meter angles of convergence, which 
is the normal amount of convergence required 
at thirty-three cm, The average strength of 
minus spheres added to cycloplegic findings 
is as follows: in myopia, minus seventy-five 
sphere; mixed astigmatism, minus one sphere, 
and, in hyperopia, a minue one fifty sphere. 

Convergence exercises prescribed using 
either a small light or some small bright ob- 
ject held at arm’s length and carried toward 
the eyes until diplopia is produced, the exer- 
cise being repeated for five or ten minutes, three 
to six times a day. Following the exerc'ses 
and the use of glasses with the addition of 
minus spheres, patients often state they are 
much more comfortable. On examination, 
however, muscle balance and near points are 
found unchanged. This may be accounted for 
by assuming that the innervation center itself 
has been strengthened. Out-door exercise and 
tonics seemed to benefit some of the patients. 
Prisms, bases in, are prescribed very rarely, 
except in presbyopia, and then for near work 
only. 

The use of prisms, one to three degrees, bases 
in over each eye in separate reading glasses, 
in the segment of cement bifocals or in the 
segment of ultex bifocal, I have found very 
useful, and so far have seen no increase in the 
exophoria. 

Prisms, bases in, prescribed for near work 
only, were used in five cases of presbyopia; 
myopia with presbyopia, none; hyperopia 
with presbyopia, four cases; mixed astigma- 
tism with presbyopia, one case. 
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RESULTS OF Non-SurGicAL TREATMENT. 

Hyperopia without presbyopia, 98 cases, exophoria 
at 33 cm. reduced 25% per cent. 

Mixed astigmatism without presbyopia, 8 cases 
exophoria at 33 cm. reduced 43 per cent. 

Myopia without presbyopia, 18 cases, exophoria at 
33 cm. reduced 63% per cent. 

Hyperopria with presbyopia, 32 cases, exophoria at 
33 cm. reduced 29 per cent. 

Myopia with presbyopia, 6 cases, exophoria at 33 
em. reduced 37 per cent. 

Mixed astigmatism with presbyopia, 2 cases (pa- 
tients did not return for further observation). 

While the above results show that the cases 
of exophoria in patients with myopia obtain 
the greatest benefits from non-surgical treat- 
ment, it is to be remembered that most of these 
patients have a pseudo-exophoria, there being 
little or no accommodative effort required for 
their near work. This holds true to a lesser 


degree in the cases of mixed astigmatism. 

Operations should not be considered until 
the other methods at our disposal have been 
given a thorough trial. As there are a number 
of patients not relieved by non-surgical means. 
operative measures are indicated and should 
be performed much more frequently than is 
customary at the present time. 

In the few patients of this series that I had 
occasion to operate upon, I have advanced the 
internal rectus muscle by Worth’s method, or 
tucked the same muscle by Todd’s method. 

Theoretically, at least, it would seem advis- 
able to recede the external rectus on one or 
both sides by Jameson’s method in divergence 
excess. 


Partial tenotomy of one or both external 
recti may in low degrees of exophoria correct 
the imbalance, although complete tenotomy is 
not to be advised, as this operation is not only 
very uncertain in its results, but will, in many 
instances, result in a definite squint. 


Operative Resvrrs 

Case 1—Mrs. W. B. H., myopia, forty-six 
years of age, had when first examined an exo- 
phoria of eight degrees for distance and 
twenty-seven degrees for near. One month 
following Todd tucking of right internal rec- 
tus muscle, exophoria was reduced to five de- 
grees for distance and twelve degrees for near. 

Case 2.—Mr. H. A. R., mixed astigmatism, 
twenty-nine years of age, showed when first 
examined an exophoria of eighteen degrees 
for distance and thirty-three degrees for near. 
Six weeks following Todd tucking of right 
internal rectus muscle, exophoria had been re- 
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duced to five degrees for distance and seven 
degrees for near. 

Case 3.—Miss M. M., myopia with myopic 
astigmatism of moderate degree, thirty-four 
years of age, showed when first examined 
exophoria of two degrees for distance and exo- 


phoria of twenty-two degrees for near. Con- 
vergence near point twelve cm, Abduction 


was ten degrees and adduction nine degrees. 
Minus fifty spheres were added to cycloplegic 
findings for constant wear, and convergence 
exercises were tried for a period of eight 
months, with the following results: exophoria 
for near, twenty degrees; convergence near 
point, ten cm.; adduction, sixteen degrees, and 
abduction ten degrees. Two months following 
Todd tucking of right interna! rectus muscle, 
exophoria had been reduced to one-half de- 
gree for distance, and six degrees for near. 

It may not be out of place to remark that, 
in the operated cases there was in each case 
an apparent over-correction at the time of 
operation, which leads me to believe that it 
is almost as difficult to produce a permanent 
over-correction in cases of exophoria as it is 
in cases of squint. 

612 MacBain Building. 


THE TREATMENT OF CHRONIC 
EMPYEMA.* 

By ARTHUR SUMNER BRINKLEY, M. D., Richmond, Va. 

Recently there has been a decided trend to- 
ward conservatism, in the treatment of chronic 
empyema, The enormous increase in the in- 
cidence of empyema since the onset of the in- 
fluenza epidemic in 1918 has afforded a most 
unusual amount of clinical material on which 
the previous methods of treatment have been 
fully tested, and in many cases the end re- 
sults have been anything but gratifying. It 
has long since been learned that the treatment 
of empyema is not to be summed up in the 
simple formula “rib resection and drainage.” 
Aspiration and closed drainage, irrigations 
periodically introduced, and as often dis- 
carded, found their indications based not on 
empiricism, but on a conception of the dis- 
turbed physiology as well as the pathologic 
anatomy involved. 

Observations of acute cases in the process 
of transition to the chronic type and the study 
of large numbers of chronic cases led to a 


*Read at a meeting of the Church Hill Medical Society, 
Richmond, Va., September 24, 1925. 
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more adequate comprehension of the causes of 
chronicity. Dealing with the conditions which 
predispose to, or maintain chronicity, and the 
adoption of the antiseptic solution irrigation 
to its treatment, constitute the real progress 
in the treatment of chronic empyema. 


The causes of chronicity most generally ob- 
served are faulty drainage, adhesions, the re- 
sult of delayed diagnosis, tubercular infection, 
bronchial fistula, foreign bodies, and certain 
constitutional conditions apparently asso- 
ciated with the inability of the organism to 
cope with the infection. Inadequate drainage 
in the acute stage is by far the most common 
‘ause of chronic empyema, The opening may 
be too high or placed too far forward. There 
may be encysted pockets that are not broken 
up, but my experience has been that the drain- 
age opening was not made large enough in 
the beginning, or the tubes were removed too 
early and the fistula allowed to narrow down 
or ciose in the presence of a suppurating cavity 
of considerable size. Continuous adequate 
drainage must be maintained if one expects 
to secure obliteration of a suppurating cavity. 
While the general trend is toward conser- 
ratism in the treatment of empyema, as here- 
tofore stated, it must be borne in mind that 
every case is a law unto itself, and no two 
cases are quite alike, The etiology, pathologic 
anatomy and general condition of the patient 
must always be given the utmost consideration 
in out-lining the treatment and the method 
selected should be the one that is best adapted 
to the patient, taking into consideration al- 
ways the percentage of risk attached to each 
method of procedure. If one believes that a 
patient can be cured by re-expansion of the 
lung, it would be nothing short of criminal 
to perform a mutilating operation, even 
though it be thorough and the result a cure. 


Since the introduction of Dakin’s solution. 
there has been a decided increase in the num- 
ber of cases of chronic empyema rehabilitated, 
without resorting to a destructive, mutilating 
operation on the chest wall. Even in such 
cases that could not be cured by simple drain- 
age, or rib resection and subsequent irriga- 
tion with Dakin’s solution and an extensive 
operation had to be performed, the mortality 
has been tremendously reduced. This is very 
probably due to the fact that in many cases 
the discharge from the suppurating cavity has 
been rendered sterile or more or less attenu- 
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ated from the previous treatment by irriga-~ 


tions. 

Generally speaking, the treatment of chronic 
empyema should be summed up as follows: 

1. Diagnostic aspiration should be used to 
determine if the pus contains pyogenic or- 
ganisms, or whether it is the so-called sterile 
pus of a tuberculous empyema. Ordinarily 
open drainage should not be done in the 
sterile tubercular type. 

2. Simple open drainage should be used in 
all cases running a septic temperature, where 
there is rib necrosis or evidence of complica- 
tion of large bronchial fistulas. 

3. Irrigation with antiseptic or saline solu- 
tion, preferably Dakin’s solution, is of great 
advantage in every case of empyema, whether 
the cavity is large or small. It keeps the toxic 
material washed out almost as fast as it forms, 
thereby reducing the amount of toxins ab- 
sorbed. The cavity is practically always di- 
minished in size and rendered more or less 
sterile in case a subsequent operation is neces- 
sary. Colonel Keller, of the Walter Reed 
Hospital, who has probably had more experi- 
ence with chronic empyema than any other 
surgeon in this country, usually irrigates the 
cavity with hypochlorite solution until seven 
successive sterile cultures are obtained from 
the depths of the cavity. The soft tissues are 
then mobilized and sutured in layers without 
further drainage. 

4. Decortication is indicated where the 
cavity fails to become obliterated by the ir- 
rigation method; if the case is of long stand- 
ing and there is massive collapse of the lung 
with marked thickening of the visceral pleura, 
decortication, as a rule, will be a complete 
failure or only a partial success, The per- 
sistent use of blow-bottles will materially aid 
the re-expansion of the collapsed lung in the 
majority of cases on whom decortication has 
been done. 

5. Plastic operations, either conservative or 
radical, are indicated in cases in which the 
foregoing methods have failed, Of the con- 
servative methods, the Estlander operation, 
consisting of simple rib resection, is the opera- 
tion of choice and, if the condition is not of 
long standing, usually results in a large per- 
centage of cures. In cases of long standing, 
with many recurrences and with a markedly 
thickened pleura, where there is a large 
cavity which does not decrease in size with 
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irrigation and with massive collapse of the 
lung, there is nothing I know of which will 
result in a cure short of an extensive radi- 
cal resection of the chest wall. Of the radi- 
cal operations, Schede’s is the method of 
choice. In this operation, a large U-shaped 
flap is raised, corresponding in extent to the 
underlying cavity—sometimes to the extent 
of nearly the entire pleural cavity, and con- 
sisting of all the soft parts overlying the ribs. 
The ribs, intercostal tissues, endothoracic 
fascia and parietal pleura outlined by this 
incision, are then excised en masse, the vis- 
ceral pleura scraped and the external flap al- 
lowed to fall into contact with the freshened 
pleura, The flap is then sutured back in place 
and held in contact with the visceral pleura 
by the dressings, opening for drainage being 
left. This is the most radical operation avail- 
able, consisting practically of the removal of 
nearly the entire chest wall of one side be- 
neath the plane of thoracic muscles, The num- 
ber of ribs removed is determined by the ver- 
tical extent of the cavity, but is generally from 
the second to the ninth, inclusive. The mor- 
tality in this operation is rather high, and 
should only be performed in cases of long 
standing and of the worst type, after the more 
conservative methods have failed and where 
the general physical condition is otherwise 


good. 
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UTERINE CURETTAGE, ITS LIMITA- 
TIONS.* 
By E. L. KENDIG, M. D., Victoria, Va. 

Uterine curettage is generally looked upon 
as a simple and common procedure. It is ordi- 
narily called the beginner’s operation, and by 
some it is hardly classed as an operation at all. 
Formerly, curettage was done to relieve many 
and sundry pelvic conditions, but from a bet- 
ter knowledge of female pelvic pathology, we 
know now that it has a more limited use. But 
even with this knowledge, the supposed sim- 
plicity of the operation and the hope that 
it may do good have been the chief indications 
for many promiscuous curettements in pelvic 
disorders. 


*Read before the Southside Virginia Medical Association, at 
South Hill, December 8, 1925. 
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Every general practitioner, obstetrician, 
gynecologist and surgeon has these cases in his 
daily work, and for this reason I present to 
you this important phase of the so-called sim- 
ple procedure with the hope that those pres- 
ent will give us the benefit of such experience 
by freely discussing the subject. 

It is well to bear in mind the fact that a 
curettement consists of only removing the soft 
mucous lining of the uterus. It is a fact also 
that the good resultg attributed to a curette- 
ment in some cases are due entirely to the dila- 
tation of the cervix and not to the removal of 
this mucous lining. 

When specifically indicated, a curettage is 
a useful operation. When not indicated, it 
may give no relief, it may aggravate the exist- 
ing malady, or it may be detrimental to the 
health of the woman in later life. 

In determining the pathology in pelvic cases, 
a careful and complete examination cannot be 
too strongly urged. It should include a bi- 
manual examination of the pelvis which will 
determine the position of the uterus and the 
condition of the pelvic organs. A bimanual 
examination of the patient under a general 
anesthetic, either before or at the time of the 
operation, will check up on the previous exami- 
nations and better enable the operator to as- 
certain the pathologic indications. 

For a curettage a general anesthetic is best, 


‘unless there is some specific reason against its 


use. Dr. Howard A. Kelly, of Baltimore, ad- 
vocates an office curettement without anes- 
thesia, but at the same time he pointedly states 
that this should be done only by trained men. 
We have found in cases where we do not give 


a general anesthetic for one reason or another, ° 


a hypodermic of scopolamine of 1/100 gr. and 
morphia 14 gr., given forty-five minutes before 
the operation, will do quite well. 

It is also well to bear in mind that even a 
curettement done when indicated may be a 
failure for reason of some faulty technique or 
operative accident. I might mention, in this 
connection, puncture of the uterine wall, lacera- 
tion of the cervix by the dilator and hemor- 
rhage from a rupture of the uterine artery, 
due either during the operation to a laceration 
through the cervix or later to sloughing. 

The most frequent and most serious accident 
of a curettage is a puncture of the uterus by 
one of the operating instruments, more often 
the curet. These punctures usually occur 


through the anterior wall of the uterus or 
cervix when the uterus is retroflexed, through 
the posterior wall, when the uterus is marked- 
ly anteflexed, or through the fundus when the 
muscular wall of the uterus is soft and boggy. 

Medical literature shaws that in the hands 
of the unskilled, the uterus has been bored 
through, and the operator has delivered, with 
the placenta forceps, a loop of the intestines, 
which was cut off with the belief that it was 
a product of gestation and thrown into the 
bucket. 

The determination by bimanual examination 
of the position of the uterus will help to pre- 
vent the puncture caused by malposition of that 
organ. Tor cases with a soft and boggy uter- 
ine wall, Dr. G. H. Edwards and others recom- 
mend the administration of one ampule of 
surgical pituitrin just before the operation. 
This renders the walls of the uterus firm and 
has a tendency to prevent its puncture. Press- 
ing the free hand on the abdomen over the 
fundus of the uterus renders the fundus more 
or less stationary, and by palpation assists in 
controlling the end of the curet, thus making 
a puncture less probable. Again, the use of as 
large a curet, as will pass through the dilated 
cervix, will render the uterine wall less easily 
punctured. 

A curettement is essential for diagnostic 
purposes. Microscopic. examination of the 
scrapings decides between a chronic endome- 
tritis, retained products of gestation, and a 
malignancy. <A diagnosis of malignancy in 
this manner is important because surgery in 
the malignant uterus is only beneficial in the 
early stages. 

A curettement is indicated in abortion when 
Nature fails to expel all the uterine contents, or 
in retained placental products following mis- 
carriage or labor, provided in either case an 
acute infection is not present. 

A curettement is indicated in chronic endo- 
metritis of local origin, such as a polypoid, de- 
cidual, senile, fungus, hypertrophic or hyper- 
plastic endometritis, and in chronic endome- 
tritis exhibiting signs of undue hemorrhage. 
But, if there is a contributing cause for the en- 
dometritis, this must also receive attention. 

A new mucosa following curettement will 
have a tendency to relieve a sterility due to 
a diseased mucous lining in endometritis. 
However, many curettements are done to re- 
lieve sterility with no results because the 
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sterility was due to other causes than a dis- 
eased mucous lining of the uterus. 

To comprehend more fully the limitations of 
a curettement, we should discuss briefly also 
those symptoms and pelvic conditions where it 
is contraindicated. 


A curettement of a quiescent or slumbering 
salpingitis renders the old infection acute and. 
instead of giving relief, will put the patient 
to bed for a long time or perhaps make a 
laparotomy necessary. 


In postpartum sepsis the curet should not 
be used as it will scatter the infection already 
present in the uterus. Any septic matter 
should be removed by irrigation, with the 
gloved finger, or with a very blunt instrument. 
Except for removing in this way such septic 
matter, the uterus, in these cases, should be 
left severely alone. 


In cervicitis, which is due in many cases to 
a gonorrheal infection, a curettement of the 
cervix and uterus does not remove the infec- 
tion and the dilatation of the internal os and 
introduction of instruments through the cervix 
into the uterus brings about an infection of 
the uterine cavity. The cervicitis should be 


treated by local methods, and after this infec- 
tion has been relieved, a curettement of the 
uterus may be done, if it is indicated. 


Many cases of tubal gestation have been 
curetted. A bimanual examination, after giv- 
ing the anesthetic, will usually prevent this 
unfortunate mistake. 


Sometimes cases of pelvic pain in neuras- 
thenia and other conditions of vague pelvic 
trouble are subjected to curettement. It is un- 
necessary to state that this is not only useless. 
but may be harmful. 


Uterine hemorrhage, perhaps more than 
any other condition or symptom, has been the 
cause of a large number of curettements, This 
is due, no doubt, to the fact that a large pro- 
portion of cases of acute uterine hemorrhage 
is due to retained products of gestation. It 
should be remembered that the treatment 
of a metrorrhagia consists of controlling exces- 
sive hemorrhage and the removal, if possible, 
of the cause. In order to ascertain the causes 
of acute uterine hemorrhage and the propor- 
tion of these various causes, I have compiled 
below, from the records of our hospital, the 
etiology of our last 150 cases of metrorrhagia: 
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. Retained products of gestation..84 
. Chronic endometritis 

Malignancy 
Ectopic 
. Uterine displacement 
. Myomata 
. Heart, kidney disease 

. Endocrine lesions 

9. Subinvolution 2 


It will be observed that the hemorrhage in 
about two-thirds of the, above cases had its 
origin in retained products of gestation and 
chronic local endometritis. 


If the hemorrhage is due to these local 
causes and there is present no contraindicated 
concurrent condition, a curettage might be in- 
dicated. 

But it will be observed that in the remain- 
der, or about one-third of the above cases, a 
routine curettement would be absolutely use- 
less and in some instances decidedly danger- 
ous. 

If the hemorrhage occurs in a_ possible 
malignancy, the indications for a curettage are 
limited to securing specimens for examination. 
Should the operator attempt to curette the 
uterine cavity, without taking into considera- 
tion the possible malignancy, more harm than 
good might be the result. 

If the hemorrhage is due to an extrauterine 
pregnancy, a curettage, of course, is out of 
question. 

If the hemorrhage is due to a displacement, 
a curettement will not relieve the hemorrhage. 
Only a correction will give relief. 

If the hemorrhage is due to a myoma, a 
curettement may aggravate it. Only a removal 
of this growth or the use of radium, as the case 
may be, will be curative. 

If the hemorrhage is due to heart, kidney, or 
endocrine lesions, the treatment should be di- 
rected along etiologic lines. 

If the hemorrhage is due to chronic subin- 
volution, a curettement will not stop it. Here 
a superabundance of fibrous tissue prevents a 
removal of much tissue with a curet and a con- 
traction of the blood vessels does not take 
place. Only a hysterectomy will accomplish 
the desired result. 

In conclusion, I might reiterate that a 
curettement has its use in indicated conditions, 
but by reason of its supposed simplicity and 
the lack of proper appreciation of its limita- 
tions, this use has been much abused. The 
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whole matter can be summed up with the 
statement that a curettage should be done only 
when indicated by the pelvic pathology pres- 
ent. 

I will mention the following striking points 
in this so-called common and simple proce- 
dure: 

1. A curettement is not a simple operation. 
although it can be done and is safely done at 
most any place’ by competent men. 

2. It is best done under general anesthesia, 
but can be done quite well under a hypodermic 
of scopolamine and morphia. 

3. The chief danger from the point of techni- 
que is puncture of the walls of the uterus by 
one of the operating instruments, more often 
the curet. This danger may be best avoided by 
knowing the direction of the uterine canal, giv- 
ing a hypodermic of surgical pituitrin just be- 
fore the operation in case of flabby muscular 
walls of the uterus, using as large a curet as 
will enter the dilated cervix, and keeping the 
free hand on the abdomen over the fundus of 
the uterus as a guide to the end of the curet. 

4. From the records of 150 cases of uterine 
hemorrhage given above, it seems that a ma- 
jority of the cases of metrorrhagia are due to 
retained products of conception. On account 
of a greater probability of retained products 
of conception as the cause, there is a great 
temptation to order a curettement on this as- 
sumption without making a definite diagnosis. 

5. Do not decide upon a curettage in any 
case exhibiting symptoms of pelvic pathology. 
until after the causative factor has been deter- 
mined, The examination may show that a 
curettage is indicated, and it may show that a 
curettage would be a catastrophe. 

6. The indications for a curettage are limited 
to curettement. for diagnosis, to curettement in 
selected cases of chronic endometritis, to 
curettement for the removal of retained unin- 
fected products of gestation, and to curette- 
ment for the relief of a sterility due altogether 
to a diseased mucous lining of the uterus. 
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THE CARE OF THE MIND, A PREVEN- 

TIVE OF PHYSICAL AND NERVOUS 

DISEASES. 
By BITTLE C. KEISTER, M. D., Washington, D. C. 

Today we hear and read much about the re- 
lief and cure of the physical part of man; 
not a day passes that we do not read of some 
new theory and treatment for the relief or 
cure of our physical ailments, Our text-books 
on medicine, our standard medical journals 
and magazines, our encyclopedias, etc., are 
all brimming full of new and untried remedies 
for the relief of bodily infirmities, yet with 
all this array of remedial agencies for the 
alleviation of the physical, we scarcely see 
mention of any authentic treatment for the 
relief or cure of mental diseases or mental in- 
firmity or for their prevention. 

In view of these facts, is it any wonder 
that, out of our 105 million peope in the 
United States, forty-five million of these have 
the mental power of a thirteen year old youth, 
while fifteen million possess only the mental 
force of an eight year old child! Of the re- 
maining forty-five million, statistics show that 
twenty-five million are ciassed with the medi- 
ocre, while five million are classed as “A” in 
mentality, and the remaining fifteen million 
classed as “B” in mentality. These two lat- 
ter do the entire mental work of our country. 
(Prof. Wm. Star Myres, Princeton Univer- 
sity). According to statistics, we have in the 
United States sixty million morons! 

In view of these humiliating facts, should 
we not, as a profession, begin to take cogni- 
zance of the fact that we are not placing enough 
stress on mental diseases and their preven- 
tion? When we realize the close relation of 
the mental to the physical, and the adapta- 
bility of the nervous system, its possibilities 
in degree of organization, and appreciate that 
the nervous tissue is the most delicate in the 
body and possesses so little reparative power, 
we may wonder that it can be at all in a 
healthy state. An eminent pathologist has 
recently discovered that “bad temper” has the 
effect of increasing the amount of sugar in 
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the blood by 10 to 30 per cent in the course of 
a few minutes, causing an angry person to 
fight the object of his rage. He becomes “hot- 
biooded” from the intoxication of carbona- 
ceous material in the brain and muscular sys- 
tem, due, in part, to a change of a tiny gland 
about the size of a pin, When this little 
gland functions normally, the person remains 
calm and even-tempered, but if it exudes its 
essence too lavishly, hatred, passion and quar- 
rels ensue. 

It is upon the perfect integrity of the fine 
adjustments of this slender and intricate or- 
ganization that the healthy function of every 
other tissue of the body, even to that of the 
most insignificant secreting gland, depends, 
enabling us to estimate the extent to which 
our physical as well as our mental well-being 
is under its control, To increase this marvel- 
ous significance, we have only to learn that 
Nature has seen fit to make what has been 
termed the “master tissues” of the body, the 
brain and spinal cord, dependent for their own 
vitality upon the blood supply which comes 
to them through arteries which, for the most 
part, are what are called “end-arteries” or 
arteries which have no communication with 
one another, a plan, which means almost in- 
evitable death to these parts when the arteries 
break down or become occluded (Courtney). 

By careful study we have learned in this 
cursory way something of the wonderful me- 
chanism of the human brain, its adaptations 
as well as the risk from its impaired useful- 
ness. Let us, then, study more vigorously how 
its hygienic conditions may be preserved anil 
its greater efficiency secured. 

In this brief review of this important sub- 
ject, we may consider three chief factors. 
heredity, environment and education, In late 
years, not so much influence has been at- 
tributed to the dark side of the question of 
heredity as the “fatalists” of former genera- 
tions gave it. The great change that environ- 
ment and education may bring about in the 
individual has become recognized and has as- 
sumed larger proportions, We are aware, 
however, that the passions and appetites are 
much keener and more difficult to control in 
those who inherit them from a line of ancestry 
who have never checked them, but in whom 
vice has been accounted a glory and a virtue. 
It is much easier for some who inherit a placid, 
even temperament, with no strong emotions, 
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to be outwardly virtuous and orderly, than 
for those just mentioned; but all have it in 
their power to choose the right, provided their 
early home training has not been omitted. 
Habitual selfishness, disregard for the rights 
or feelings of others, and gross immorality 
long indulged in, may reduce one nearly to the 
level of the brute; the vicious act may seem 
to be due to irresistible impulse, but the per- 
petrator is none the less culpable. He who 
wilfully intoxicates himself that he may com- 
mit murder is still a murderer, and one of 
the deepest dye of criminals. Life to all is a 
warfare! To some it is much more severe 
than to others. None are born with a con- 
stitution incapable of virtue, though many are 
drifting with the current, wholly oblivious of 
their environment. One of the encouraging 
features in the problem of preventing diseases 
of the mental faculties in the young and im- 
mature child is proper environment. How- 
ever much the child may have been hampered 
through his parent’s ignorance, or through in- 
herited weakness, the surroundings of life will 
have a great and lasting effect upon his men- 
tal condition, Unlimited wealth and foreign 
travel are not necessary for his well-being. 
Favorable home surroundings, where sympa- 
thetic natures guide the family life, where 
sharp criticism and heartless fault-finding are 
unknown, have much to do in the formation 
of character and the prevention of mental ab- 


normalities in the young and maturing minds. 


Where the training of the earlier years is 
regarded as a sacred trust, though mistakes 
be made, the after-memory clings with a most 
tenacious hold, and the motives and impres- 
sions then installed are longest lived. These 
home impressions have much to do with our 
highest ideals and success in any position in 
our after career, Many of our greatest minds 
owe their success to the home impressions made 
in childhood by a consecrated mother or 
father, while, on the other hand, where un- 
favorable environment harass and annoy. at 
a time when the young mind should be re- 
lieved from care, or when a continual drum- 
ming daily on the “mental strings,” they will 
sooner or later become fragile and finally 
break, causing mental deterioration, such as 
brain-storm, ete. At this special period of life 
the young are more susceptible to vague im- 
pressions, and, unless special precautions are 
interposed by parents or guardians, mental 
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deterioration in the form of dementia precox 
may ensue, This is a disease of early life and 
a dementing process from the beginning. As 
school children, some of these patients are 
bright and receptive, learn easily, are respon- 
sive, and show quick nervous reaction and 
impressionability. Others have difficulty in 
keeping up with their classes. While percep- 
tion and memory are good, reasoning and 
judgment are not correspondingly developed. 
They are erratic and lacking in inhibitory 
control. They are subject to headache and, if 
pressed, break down in school work. They 
undergo attacks of dreamy abstraction, and 
find it difficult to concentrate the attention. 

In some instances erraticism goes over by 
imperceptible degrees into pronounced men- 
tal perturbation. In others there is a sudden 
change from the habitual states of feeling and 
acting. This may appear coincident when the 
boy becomes a man or the girl a woman, It 
may be that the determining cause is a fever, 
an injury, or some shock to the nervous sys- 
tem. Symptoms of acute depression or ex- 
citement may occur, followed by a characteris- 
tic train of symptoms, and of which there are 
three special classes recognized,—the hebe- 
phrenic, the katatonic, and the paranoid. 

In the hebephrenic form the patient de- 
velops a state of reserve, shyness of strangers, 
and depression, is easily embarrassed, shuns 
company, is deeply religious, devotes himself 
to Bible study, is fussy in dress, spends much 
time in the bathroom and over toilet opera- 
tions, and is addicted to self-abuse, Later in 
the disease, he becomes bombastic, self-asser- 
tive and egotistic. He falls into a state of 
brooding, consults various physicians, reads 
quack advertisements, becomes concerned 
about his bodily states and the loss of virility. 
Delusions of a religious character develop, and 
he may imagine himself a second Christ. 


The second form, the katatonic, has much 
in common withe the hebephrenic. The dis- 
tinction between them is based largely upon 
the predominance in the katatonic form of 
stupidity states, and a muscular rigidity, 
negativism, contrariness in conduct, imitative- 
ness and automatism. These patients resist 
attentions in bathing and dressing as well as 
the proper care of the person, They complain 
of being light-headed, and of the baneful in- 
fluence of certain other people. ‘With the 
many other katatonic manifestations but more 
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pronounced, there is increased apathy and 
stupor, besides being unmindful of the func- 
tions of the bladder and bowels, which may 
be arrested, involuntary, or by his own voli- 
tion. Many of these conditions are regarded 
as arising from perverted sexuality. 

The paranoid form of this disease has much 
in common with the hebephrenic as well as 
the katatonic forms, The predominant note 
in these cases is one of egotism and boastful- 
ness, The patient believes himself created for 
some special mission, to reform society, to 
promulgate new rules for dress and living. He 
may believe himself of royal birth and parent- 
age. Impulsive acts of violence may occur at 
any time when least expected, and he may 
become dangerous. 


These are but a few.of the many abnormal 
conditions that we may observe in this class 
of mental diseases, which take their origin 
from early childhood, and might have been 
prevented to a large extent if early and proper 
training had been instituted with a thorough, 
proper course of treatment. In the beginning 
of treatment for dementia precox and the 
various symptomatic divisions, we must take 
time by the forelock, beginning with the very 
onset of symptoms, keeping the patient quiet 
and away from the outside world for an in- 
definite time, administering proper nervines, 
tepid and cold shower baths daily, omitting 
school-life for at least six months or a year, 
using only such medicines as reconstructives 
and nervines, coupled with a full supply of 
nutritious and healthful diet, fruits, ete. 

Strange as it may seem, many of our mental 
diseases in both childhood and adult life may 
take their origin from very slight causes, such 
as a high fever from a protracted disease, like 
typhoid, tuberculosis, pellagra, uremia, dia- 
betes, influenza, etc. Then we have certain 
drugs that produce mental wandering, mental 
unbalance, and, if long indulged in, we may 
have a mild form of mania bordering on 
maniac-depressive insanity. Hyoscine, co- 
caine, morphine, ete., and all alcoholic drinks 
possess narcotic properties capable of setting 
up various degrees of brain poisons and mental 
aberration, Then we have gas poison and 
world-war shocks, trench poison, etc., as 
amply demonstrated by some of our “dough- 
boys” in our government hospitals, whose men- 
tal capacity has deteriorated to even that of 
a twelve year-old boy. This is but a common 
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or daily observation to the writer, being lo- 
cated as he is, near and having access to the 
great Walter Reed Hospital. Institutional 
and vocational treatment and training, with 
all that pertains to the welfare and happines: 
of these unfortunate soldier boys, is being 
done in a most lavish and commendable way 
throughout our country. Yet it seems to me, 
after much observation in the various munici- 
pal and private institutions for mental dis- 
eases of both this and other countries, we 
need more of the personal humane feature to 
predominate the atmosphere of such institu- 
tions. 

As stated in the outset of this paper, the 
delicate and intricate organization of the nery- 
ous system as furnished and made to fune- 
tion through the centual powers of the brain 
and spinal cord, it is but natural that none 
but the most “thoroughly read” and competent 
experts on mental diseases should be allowed 
to preside over these institutions and treat the 
unfortunate victims, many of whom, instead 
of growing daily worse under unfavorable 
environment and unsuitable treatment, should 
in due time regain their normal state, Our 
past regime in the treatment of these patients 
has been a reflection and a disgrace on the 
U. S. Government, if you will pardon the 
expression, It is also a burning shame that 
any State Government should allow its hope- 
less insane, much less the curable cases of 
mental disease, to be placed in jail or bound 
in ropes temporarily, or until a commission 
of lunacy is appointed and permanent ar- 
rangements made for the transmission of the 
patient to an asylum for the insane, This part 
of my subject is only partially treated, as space 
will not permit further comments. 

In summing up the various causes of mental 
diseases, their prevention and cure, as cur- 
sorily touched upon in this paper, we have 
scarcely broached the subject. In the world’s 
present state of mental unrest in both Church 
and State, supervening upon the World’s 
greatest of ali wars, viewing it in all of its 
sad and heart-rending phases, including the 
loss of friends and loved ones, homes, ete., and 
_ the estrangement of family ties in divorce 
suits, ete., it is no wonder that mental deterio- 
ration is manifesting itself in the world-wide 
unrest. 

Of the 867,420 applicants as volunteers for 
the world war who were rejected on account 
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of physical and mental disability, over 40 per 
cent of these applicants were rejected on ac- 
count of mental deficiency, not including 
illiteracy, According to statistics, in the year 
1918 there were in the United States 239,820 
insane persons. One-eighth of our popula- 
tion is of foreign birth, and one-third of the 
insanity of the United States is among the 
foreign born. According to Dr. Howard 
Chase, a distinguished writer and author on 
Mental Diseases, “mental diseases and insanity 
are on the rapid increase in the United States.” 
The promiscuous intermingling of races and 
intermarrying, regardless of the laws of 
eugenics, the common intermingling of the 
sexes with joy-rides at the sea-shore resorts, 
ete., with their usual outcome or sequel of 
divorce suits, constitute, in the end, one of 
the prime causes of mental worry and anxiety, 
with consequent loss of nerve and brain force 
as well as a loss of healthfulness of both mind 
and body. Thousands of lives are today 
doomed to such an existence. Even in the con- 
servative State of Old Virginia, we had over 
2,900 divorce suits last year, while in one or 
two other States in the Union there were more 
than 4,000 divorce suits in a single year. 
Taking a liberal and broad view of the 
present situation of the prevailing conditions 
existing throughout the country, the unrest of 
the nations, the many and varied conspiracies 
to undermine both Church and State, polit- 
ical scandal and rivalry, antagonism between 
capital and labor, illiteracy and superstition, 
bolshevikism, etc., together with some of the 
modern heresies that are being broadcasted by 
so-called educated visionaries, we have a most 
wonderful influence for evil over the minds 
of the young. The tendency toward mental 
deterioration and insanity is rapidly showing 
itself in many and various ways. This un- 
fortunate state of world-wide human condi- 
tions only emphasizes the importance of the 
medical profession tendering its good offices 
to the Government, both State and Federal, 
toward the prevention and cure of a large 
per cent of mental diseasese, which, if not 
properly treated, finally terminate in hopeless 
insanity to both the patient and his posterity. 
Aside from vicious environmental condi- 
tions, we know that tainted heredity from all 
causes is responsible for the direct inheritance 
of, and the diathesis to, such mental and neuro- 
pathic diseases as the maniac-depressive psy- 
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choses, dementia precox, epilepsy, imbecility, 
idiocy, feeble-mindedness, Huntington's 
chorea, Friedrich’s and Thompson’s diseases, 
‘familial tremors, muscular atrophies and dys- 
trophy, multiple sclerosis, cerebral hemor- 
rhage, arteriosclerosis, the neuropathic consti- 
tution, as well as the diathesis to tuberculosis, 
syphilitic taint, heart disease, eye defects, kid- 
ney and skin diseases, etc., as well as cases of 
aicoholism and certain classes of explosive or 
impulsive persons who find it impossible to 
control their impulse and animal instincts. 

Some of our ablest investigators and think- 
ers along these lines have concluded that, while 
race impairment is appalling and preventable, 
the day and time is rapidly approaching 
when more radical steps should be taken for 
the cure and prevention of many of the social! 
evils prevalent in our country. To prevent the 
propagation of the grossly unfit, such as the 
confirmed, habitual crimina's, rapists, certain 
defectives, degenerates, feebleminded, etc., I 
am of the opinion that the worst of these de- 
generates, who cannot be effectively and con- 
stantly segregated, should come within the 
laws enacted by the States of California, Iowa, 
Indiana, Connecticut and other States of the 
Union where sterilization is required of both 
men and women of these classes, under con- 
ditions that safeguard their personal and con- 
stitutional rights. That these laws, drastic as 
they may seem, are not considered inhuman 
or cruel by those to whom they apply, is evi- 
denced by the fact that individuals not com- 
ing strictly within the provisions of these 
laws have, as is recorded in the State of Iowa, 
requested that they be sterilized by the opera- 
tion—in the male, of vasectomy, or in the case 
of the female, by the removal and tying off 
of a portion of the fallopian tubes. 

One of the most urgent reforms in the 
direction of segregation is better regulation 
by the local and State Boards of Health for 
the following up of those suffering from 
chronic alcoholism and victims of the narcotic 
dope-habit. We have in the United States 
over one million drug addicts at this time; 
over 500,000 defectives in intellect, hearing and 
vision; 2,000,000 in hospitals and homes for 
the sick; 100,000 in reformatories, and an 
equal number in prisons, many for life, mak- 
ing approximately 4,000,000 dependents in the 
United States to be cared for by institutions 
of charity and the Government. In view of 
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the above mentioned conditions, can we de- 
fine ours as a truly enlightened, highly civi- 
lized and efficient nation when one person in 
about every sixteen and one-half must be 
classed as inefficient, defective or dependent? 
(Hon. Jno, J. Kindred, M. D.) 

According to statistics, one-tenth of the 
women of the world bear all the children that 
are born; and, appreciating the well-accepted 
idea of the influence of environment and train- 
ing, how shall we nurture, protect and develop 
the approximate one-tenth of the human 
species that bear all the children, who are to 
become the parents of the future race and 
nations? 

These astounding facts and figures are 
strong enough to convince any thinking mind 
that, as a nation of the Angio-Saxon race, we 
are living ahead of our day, ahead of our 
generation, ahead of our forefathers, We need 
to take an inventory of our past history in 
order to find ourselves, and learn what epoch 
or era we have arrived at. A retrospective of 
our ancestry may enlighten us along certain 
lines. We should get back to the days of 
Andrew Johnson, Zachary Taylor, Andrew 
Jackson and others whose ancestors were of 
the plain, pure and honest type, rugged, hard- 
headed, with little college education and 
scarcely any of the modern society privileges, 
for these plain pioneers of their respective 
callings did honor to their country and to 
themselves. 

In this rapid-going age, we need more of 
this rugged, honest type of men to guide the 
ship of State. 

“More might be said hereof to make a proof, 
Yet more to say were more than is enough.” 
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BENIGN TUMORS OF THE MALE 
BREAST. 

By FRANK HELVESTINE, Jr., M. D., Danville, Virginia. 

Neoplasms of the male breast as compared 
with the female are a rarity. This is readily 
explained by the fact that the female breast 
is a functioning organ which undergoes a 
number of changes during the period of sexual 
activity from puberty to the menopause, Due 
to its physiological activity it is more subject 
to disease, and due to its size and exposed po- 
sition it is more subject to trauma than the male 
breast, which is in most cases a very rudimen- 
tary structure. Benign tumors are even more 


j 


36 VIRGINIA MEDICAL MONTHLY. 


rare than malignant neoplasms of the male 
breast. Williams', in 2,420 cases of breast 
tumors, found that twenty-five of the neo- 
plasms occurred in the male breast. Of these 
twenty-five tumors six, or 24 per cent, were 
benign. The benign tumors of the male breast 
were .24 per cent of the total number of breast 
neoplasms, Palermo? states that 14 per cent 
of tumors of the male breast are benign. 
Schuchardt® in a series of collected new 
growths of the mammary gland in the male 
found 274 malignant neoplasms and twenty- 
one benign. 

The most common benign tumors are those 
in which both connective tissue and epithelial 
elements enter into the neoplastic process, A 
few cases of simple benign tumors in which 
only one element, epithelial or connective tis- 
sue, was involved have been reported, but they 
are very rare occurrences. The cases reported 
include myxoma, lipoma, myoma, fibroma, an- 
gioma, chondroma and adenoma. Of the epi- 
thelial-connective tissue tumors the fibro-ade- 
noma is the most common. The cystadenomas 
come next in order of frequency. Cystad- 
enomas may be divided into two classes, (1) 
simple cyst adenomas, and (2) papillary cyst- 
adenomas, The tumors in the first class are 
fluctuant and the cystic cavities may contain 
clear, dark brown or bloody fluid. Spencer‘ 
reports a case in which the tumor was present 
since birth and at the age of four began to en- 
large rapidly to the size of a hen’s egg. Ampu- 
tation of the breast was performed and the 
tumor found to contain multiple cysts with a 
bloody fluid content. Carpenter’ aspirated a 
milky fluid from a tumor in the breast of an 
eighteen months’ old male child. Recently. 
Speed® has reported finding a galactocele in a 
man fifty-three years of age. 

The cases of papillary cystadenoma are 
somewhat more numerous. They usually oc- 
cur between forty-five and sixty-five years of 
age and of the benign tumors are most likely 
to undergo malignant degeneration. David? 
was able to collect eleven cases of papillary 
eystadenoma from the literature. In_ this 
series 35 per cent of the patients were under 
fifty years of age and 30 per cent between fifty 
and seventy years of age. The tumor was 
usually found under or near the nipple and 
rarely projected above the surface of the skin. 
It was freely movable and its size depended 
on the duration of growth. David states that 
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the most characteristic symptom is a dis- 
charge from the nipple, which occurred in 
75 per cent of cases, Pain was present in the 
region of the tumor in a third of the cases. 
The tumor usually consists of one or more 
cystic cavities containing blood tinged fluid. 


A portion of the cavity or its entirety may: 


be filled with a red friable papillary growth. 
Microscopically, the wall of the cyst is linel 
with columnar epithelium which in certain 
parts is thrown out into branched processes 
with a connective tissue stalk. Recurrence 
may take place following removal. The treat- 
ment indicated in these cases is amputation of 
the breast. 


Woodyatt* divides adeno-fibromata, the most 
common benign breast tumor found in the 
male, into two classes: (1) sharply circum- 
scribed, dense tumors which arise in the breast 
of young males and run a painful clinical 
course, There is usually no history of trauma. 
Microscopically, there is little or no évidence 
of inflammation, but all of the characteristics 
of the corresponding fibro-epithelial tumor in 
the female are present. (2) Diffuse or ill- 
defined growths which may occur at any age 
as the result of traumatism. Microscopically, 
these enlargements have the same structure as 
those of the first group. Signs of inflamma- 
tion are more in evidence, however, so that 
their differentiation may not be easy. They are 
called fibro-adenoma because of their progres- 
sive growth and microscopic structure. This 
formation corresponds to the “traumatic in- 
duration” of some writers. 


Rud? has compiled a series of sixty cases of 


fibro-adenoma from the literature, and adds 
five cases of his own. In his own cases the 
ages ranged from eighteen to twenty-two years. 
Speese” states that fibro-adenoma of the male 
breast vary greatly in size. Tumors seen in 
boys accompanied by an inflammatory process 
(adolescent mastitis) are usually small, Their 
growth is slow and progressive, several years 
elapsing before they reach the size of a wal- 
nut. Rapid growth may however occur. 
Whelan reports a case in which the tumor grew 
during a year’s time until at removal it 
weighed a half pound. The neoplasms may be 
bilateral, usually however not appearing 
simultaneously (Griffin", Gangitano”). Owens 
and Ejisendrath have reported malignant de- 
generation in a fibro-adenoma. 


— 


~ 
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Case Report 

The patient is a white man, twenty-one 
years of age, complaining of a “knot” in his 
breast. His mother had had a “cyst” removed 
from one of her breasts, and his materna] 
grandmother died from carcinoma of the 
uterus. - The patient’s past history is unim- 
portant as relating to his complaint. There }s 
no history of trauma. Five weeks prior to 
operation he first noticed a small nodule in the 
region of the left nipple which gradually en- 
larged, The patient suffered no pain or dis- 
comfort from this growth. 

Routine physical examination showed noth- 
ing abnormal, with the exception of enlarged 
lymph nodes in both axillary and inguinal re- 
gions. Examination of the left mammary 
gland showed an elevation of the nipple by 2 
circumscribed mass about 2 cm. in diameter. 
This mass was firm in consistency, freely 
movable on the chest wall, and unattached to 
the skin. There was no retraction of the 
nipple or any change in the areola or skin 
over the tumor. The nodule was situated ec- 
centrically and was covered by the upper two- 
thirds of the areola. The tumor was removed 
under local anesthesia. It seemed to be well 


Fig. 1.—Microscopic section showing general structure of tumor. 
Low power. 


encapsulated and was readily dissected out. 
It was irregularly nodular in contour and 
about 2 em. in diameter. Gross section showed 
small nodules from .5 to 1 mm, in diameter, 
of a pinkish translucent tissue raised above 


the surface and separated from each other by 
bands of dense white tissue. The nodules pro- 
truding above the denser tissue gave the sur- 
face a pebbled appearance. Microscopic ex- 
amination of a portion of this tumor shows ir- 
regular glandular structures surrounded by, 
concentrically arranged loose edematous con- 
nective tissue stroma and separated from like 
structures by dense bands of connective tissue. 
Blood vessels are not numerous and there is 


‘no congestion, A small number of lympho- 


cytes are present which do not seem to bear 
any relation to the blood vessels in their loca- 
tion. Occasional islands of fat cells are en- 
countered, The glandular alveoli are made up 
of several layers of cuboidal cells which vary 


Fig. 2.—Microscopic section showing structure of typical 

acinus. High power. 
in. size and contain pyknotic nuclei. The cyto- 
plasm is finely granular. Occasional mitotic 
figures are seen, In the large glandular struc- 
tures finger-like projections of epithelium pro- 
ject into the lumen of the alveoli, and in some 
of the small alveoli the proliferation has taken 
place to such an extent that the epithelium 
forms bridges dividing the lumen into several! 
parts. The epithelium rests on a thin base- 
ment membrane. No sustenacular “basket” 
cells are present. 


SumMMarRY 
1. Tumors of the male breast are rare, be- 
cause in the male the mammary gland is rudi- 
mentary in structure and a non-functioning 
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organ. Benign tumors are even more rare 
than malignant. 

2. Of the benign tumors the fibro-adenoma 
is most often encountered. These tumors 
usually occur in young males, frequently fol- 
low trauma, and are either circumscribed or 
diffuse. Malignant degeneration is not as fre- 
quent in fibro-adenoma as in the cystadenoma, 
particularly the papillary cystadenoma. 
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INTERNAL INJURIES WITHOUT EX- 
TERNAL SIGNS—CASE REPORTS.* 


By BEVERLEY F. ECKLES, M. D., Richmond, Virginia. 
McGuire Clinic. 


Generally speaking, it is impossible for 
serious internal injury to occur without caus- 
ing symptoms or signs that may be elicited and 
interpreted by careful study. It is a well- 
known fact that grave damage to internal or- 
gans may take place i in the absence of even the 
slightest scratch or bruise of the body surface. 
‘The extent of the i injury to the external parts 
bears no relation to the severity of the injury 
sustained by the internal viscera. 

By thorough and diligent examination 
enough signals of underlying distress may be 
disclosed to indicate the proper treatment in 
almost every case of this kind. Their appear- 
ance may be immediate; or their development 
may be either delayed or else so insidiously 
progressive that repeated examinations at short 
intervals are required for their timely detec- 
tion. The most important of these signals are 
shock, pain, © tenderness, muscular rigidity, 


*Read before the on ieee Virginia Medical Association at 
South Hill, December 8, 1925. 


hospital. 
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nausea and vomiting, the presence of a palp- 
able mass, and increase of the pulse rate with- 
out much rise in temperature in the early 
stages. It is seldom that all of these symp- 
toms occur in a single case. However, in 
nearly every case enough of them are present 
to indicate the proper solution of the problem 
presented. The greatest aids in the diagnosis 
are a history of injury; an exact account of 
the clinical course from receipt of the injury 
to the time of examination; and a careful, 
painstaking physical examination, Catheteri- 
zation of the bladder, with urinalysis, and 
digital examination of the rectum may yield 
information of the greatest value. Whenever 
possible, an examination of the blood should 
be made, including both white and differential 
counts, and a haemoglobin estimation. 

The treatment may be active or expectant, 
depending upon the nature and the extent of 
the jury. Expectant treatment is only indi- 
cated, first, when the local symptoms are in- 
significant, the general condition is excellent, 
and the patient is manifestly rapidly recover- 
ing; and second, as a temporary measure, 
when the patient is too ill to withstand the 
added shock of an operation. Overwhelming 
shock must first be successfully controlled by 
rest, warmth and morphine before active treat- 
ment can be employed. The active treatment 
is surgical and is governed by the anatomic and 
physiologic problems arising in the particular 
case. 

The first case which I report occurred in my 
own practice and has been recorded elsewhere 
in detail. 

The patient, T. E. B., Jr., was a boy of twelve, 
previously healthy, who was struck in the scro- 
tum by the knee of a playmate while at recess 
at school. He fell to the ground, momentarily 
unconscious, and remembers nothing further 
of the accident. When first seen by his doctor 
several hours later, excruciating abdominal 
pain was the only symptom present. Later in 
the evening slight rigidity of the abdominal 
muscles appeared, the agonizing pain persisted 
in spite of opiates, and he was brought to the 
Examination showed a temperature 
of 1001/5° with pulse of 96. There was not 
a scratch on his body. The scrotum and its 
contents were normal, The abdomen was dis- 
tended, rigid and tender, the lower half being 
especially affected. His urine was normal. 
Blood count showed 20,800 white cells with 
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93% polys. He had vomited only once since 
his injury. 

Exploratory laparotomy was urged and ac- 
cepted. At operation the small bowel three 
feet from its lower end was torn completely 
across transversely and there was a perfora- 
tion two inches above this. Six inches of in- 
testine were resected and an end-to-end anasto- 
mosis was done. The appendix was not re- 
moved. The abdomen was closed with drain- 
age. 

Post-operative course was stormy. He had 
a partial obstruction which was relieved by re- 
moving the drains. Later he developed a large 
abscess which was opened through the right 
flank, His final recovery was complete, save 
for a weakness of the abdominal wall due to 
fascial sloughing. 

The second case, N. L., a little girl of six. 
came to Dr. W. Lowndes Peple at the McGuire 
Clinic, October 9, 1925. At 11:30 A. M. that 
day she fell from a slideboard in the play- 
ground, She fell face foremost about six feet, 
striking against a stob driven into the ground. 
She did not become unconscious but complained 
of great abdominal pain, was drowsy, and hal 
several spells of nausea and vomiting. She 
voided bloody urine containing clots. She was 
seen in a few hours by her physician who im- 
mediately brought her into the hospital. Ex- 
amination then showed rigidity of the ab- 
dominal muscles, especially the left lower rec- 
tus, with tenderness on palpation on the left 
side. No mass was felt. There was no bruise 
on the abdomen. Catheterization removed sev- 
eral ounces of bloody urine from the bladder. 
Her temperature was 98.6° with pulse of 90. 
Blood examination showed 20,600 leucocytes 
with 91% polys. 

A tentative diagnosis of probable rupture of 
the bladder was made and exploration was 
done through a left rectus incision. There was 
a small amount of serum in the peritoneal cav- 
ity, but the abdomen and its contents, includ- 
ing the bladder, were uninjured. There was a 
large haematoma beginning in the left kidney 
revion and extending down behind the peri- 
toneum along the course of the ureter to the 
bladder. The abdominal wound was closed and 
a left lumbar incision was made, The kidney- 
capsule distended with blood was exposed and 
opened without delivering it. A number of 
clots were removed and much free old blood 
was mopped out of the capsule. It was then 
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discovered that there was a fracture of the 
lower pole of the kidney extending from cor- 
tex to pelvis, the separated fragment repre- 
senting about one-eighth of the kidney. A 
long strip of gauze was packed over the tear 
in the kidney within the capsule and then be- 
neath the lower pole, outside the capsule, thus 
bringing the small lower fragment back into 
contact with the main portion of the organ and 
controlling the bleeding. 


She was returned to her room in good con- 
dition and made an easy, uncomplicated re- 
covery. She left the hospital on October 30th 
and was reported completely well by her doc- 
tor on December 3, 1925. 

The third case, B. D., a little girl seven years 
old, was referred to the McGuire Clinic to the 
service of Dr, Stuart McGuire. On the after- 
noon of September 24, 1925, while at play, she 
jumped over a low hedge, tripped and fell flat, 
striking her abdomen against a stationary iron 
lawn-sprinkler, She sprang up shrieking with 
pain and ran home. Her mother undressed her, 
put her to bed and called her doctor. He saw 
her in a short while and found her in great 
pain which was generalized over the abdomen 
and was intensified by any movement. She had 
one very slight abrasion of the skin over the 
abdomen, but a careful examination was other- 
wise negative. She was given a hypodermic. 
Next morning he called Dr. McGuire in con- 
sultation. At that time the child was in good 
condition though still suffering considerably. 
There had been no nausea or vomiting; the ab- 
domen was not distended; there was no lo- 
calized tenderness; no masses were present; 
but there was very slight muscular rigidity. 
Her blood count was practically normal. Her 
temperature was around 99.5°. Dr. McGuire 
saw her again that afternoon and her condi- 
tion was the same, During the night she be- 
came worse and at his visit the next morning 
she was manifestly ill. He advised immediate 
transfer to the hospital and operation without 
delay. On admission, her abdomen was dis- 
tended, rigid and quite tender, especially in the 
lower part in a rather localized area. Her tem- 
perature was 100.5° and her pulse 110. Her 
blood count showed 8,000 white cells with 79 
per cent polys. 

Operation was done through a midline in- 
cision and revealed a perforation of the ileum 
about twelve inches from the ileocecal valve. 
the perforation being surrounded by a margin 
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of gangrenous tissue, This area was excised 
and the opening closed by suture. Drainage 
was inserted, the wound was lightly closed, and 
she was returned to bed in fairly good condi- 
tion. She was very ill for several days and 
developed a fecal fistula which is still draining 
slightly. There was extensive infection and 
gaping of the abdominal wall, which has 
closed in considerably at present. Though her 
life hung in the balance for some time, recov- 
ery was rapid after it once began, and on 
October 26th she was discharged to the care 
of her doctor at home, safely convalescent. 


ResuME 


One of these cases showed a trivial bruise 
of the abdominal skin. The other two were 
without a scratch. Two were badly shocked 
-at first, but had recovered by the time they 
entered the hospital. In all three cases, ab- 
dominal pain was a prominent factor, All of 
them developed rigidity of the abdominal 
muscles, with underlying tenderness on pres- 
sure. 


An exact diagnosis was not possible in any 
of them, but each one presented symptoms of 
intra-abdominal injury clearly enough to make 
exploratory operation necessary. These symp- 
toms came on rapidly in two of the cases and 
were very slow of development in the third. 
This emphasizes the importance of keeping all 
such cases at rest in bed under careful obser- 
vation, making frequent examinations until 
enough symptoms appear to warrant explora- 
tion, or until all possible danger of any in- 
ternal injury is well past. 


CoNcLUSIONS 


Extreme prolonged pain; the development of 
shock; muscular rigidity with localized or 
generalized tendernes, even in the absence of 
nausea and yomiting; the appearance of a 
mass, or the withdrawal of bloody urine from 
the bladder may in any given case be of suffi- 
cient importance to compel exploratory opera- 
tion. 


In the presence of any of these symptoms, 
if reaction from the injury is not prompt and 
progressive, operation is advisable. 


Should there be no internal injury, little 
harm is done by such a procedure, and if in- 
jury be present it can be dealt with at the 
most advantageous time. 
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MEDICAL TREATMENT OF PEPTIC 
ULCER.* 
By GEO. P. HAMNER, M. D., Lynchburg, Va. 

The term peptic ulcer is an incorrect ani 
unfortunate one as applied to digestive lesions 
of the upper alimentary tract; as well as the 
term gastric ulcer, which should also be dis- 
carded for the much more comprehensive 
terms, prepyloric and postpyloric ulcers, thus 
readily designating the exact location of the 
lesion, The peptic glands are found only in 
the fundus and central portion of the stomach 
and are supposed to be the sole source of the 
ferment pepsin, which by the action of free 
hydrochloric acid is converted into pepsinogen. 

Hence, the term peptic ulcer is incorrect. 
since the large majority of ulcers are found 
near the pylorus, either anterior to or posterior 
to it. 

But in the discussion of this symposium it is 
assumed that the term used to designate the 
condition is used broadly to comprise all le- 
sions in that portion of the alimentary canal 
included in the stomach and duodenum. 

Ulcers found on the gastric side of the 
pylorus are very obstinate and the prognosis 
for healing by medical treatment is not favora- 
ble; though undoubtedly some recent lesions in 
this position heal spontaneously, and without 
ever having been diagnosed in life, as mani- 
fested by autopsies. Those showing a tendency 
to chronicity may be given a trial for a medi- 
cal cure by controlling the hypersecretion and 
pylorospasm, and correcting the hyperacidity, 
together with eradicating foci of infection 
along with general application of the usual 


health measures; but they are most certain to 


come eventually under surgical treatment for 
a permanent cure. 

The converse is true of all ulcers within, and 
posterior to the pylorus; and no lesion of this 
character, either acute or chronic, should be 
subjected to surgical intervention until a thor- 
ough and conscientious effort has been made 
toward a medical cure first. 

The Sippy method, or some modification of 
this method, is the most reasonable and, I be- 
lieve, most generally used for the healing of 
acute and uncomplicated chronic ulcers. 

Briefly : The patient is put to bed, absolutely 
at rest, not being allowed to even flex the 
body. No food is allowed for a period of 


*Read in a sympsium on Peptic Ulcer, before the South 
— Medical Society in Lynchburg, Va., November 17, 
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forty-eight to fifty-six hours: but water may 
be given ad libitum, if there is no nausea and 
vomiting. If nausea and vomiting have been 
present, the rest and fasting usually overcome 
these symptoms. If not, gastric lavage will 
almost invariably bring relief. Pain can 
usually be controlled by the administration of 
atropine and the application of an ice cap 
over the epigastrium. 

After the second or third day of fasting, 
feeding should be begun with only a half 
ounce of milk and cream each, mixed, every 
hour, beginning at 8 A. M. until 9 or 10 P. M.: 
increasing this amount by doubling the amount 
of each, milk and cream each day, up until the 
third day, when the feeding time should be 
reduced to every two hours instead of one 
hour intervals. Sometimes the cream is not so 
well borne and the proportion of milk and 
cream should be two of milk and one of cream 
instead of equal amounts of each, After the 
fifth day, if all is going well, well cooked and 
strained cereal, or a jellied egg may be added 
to the morning and noon feeding, after which 
the patient can be rapidly brought up to a 
bland diet of about five feedings a day. 

Medication consists of from two to four 
drams of bismuth subnitrate or subcarbolate. 
one hour before the first feeding in the morn- 
ing, and the patient is turned on the right side 
for twenty or thirty minutes, This is be- 
lieved to be efficacious in filling the uicer cav- 
ity with bismuth. 

Complete alkalinity should be as nearly 
reached as possible by the administration of a 
powder composed of ten grains each of bicar- 
bonate and citrate of soda, half hour after each 
feeding during the day. 

No purgatives should be given under any 
consideration, as healing largely depends upon 
the inhibition of peristalsis, as far as possible. 

A daily enema will usually keep the bowels 
open, with, in obstinate cases, glycerine, olive 
oil, castor oil, or sulphate of magnesia added 
to it. 

After three weeks’ treatment as above, the 
patient may be allowed to sit up in bed for a 
few minutes a day early in the fourth week, 
and then eradually be brought to ambulant 
treatment. He should not return to his former 
occupation within less than three months from 
the date the treatment was begun, or much 
longer than that period if his circumstances 
will permit a further rest from work. Upon 
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discharge from the hospital he should be given 
a specific dietary to follow, advised that his 
ulcer is by no means healed yet, that it will 
take from eight, twelve to eighteen months to 
accomplish this with his full and careful co- 
operation; and directed to report for observa- 
tion by his physician once each week for a 
period of several weeks, when the intervals can 
be gradually increased. 

To the lay mind, a hemorrhage from the 
stomach or bowels is the gravest calamity that 
can overtake one; but in my experience those 
ulcers that are accompanied by a copious 
hemorrhage seem to heal as well, or even more 
readily, than others, provided, of course, there 
are no further recurrences after the treatment 
is begun. 

After all is said, the successful healing of 
these lesions depends largely upon the degree 
of co-operation given the physician by the pa- 
tient, which, if “full and complete, I believe, 
will insure a cure in from 80 to 85 per cent of 
duodenal ulcers, As set forth earlier in this 
paper, no such results can, however, be expected 
for lesions situated anterior to the pylorus. 

204 Medical Arts Building. 


CHRONIC GALL-BLADDER DISEASE— 
ITS MEDICAL ASPECTS.* 
By WILLIAM J. MALLORY, A. M., M. D., Washington, D, C. 

Patients do not present themselves as suffer- 
ing from gall-bladder disease; they appear 
complaining of vague gastric disturbance and 
other symptoms referable to the upper abdo- 
men. 

Even when the history and physical exami- 
nation indicate the gall-bladder to be the source 
of the disorder and examination by the Graham 
method reveals positive evidence of gall-blad- 
der disease, the clinical problem is not nearly 
so simple as it seems. 

The roentgenologist himself has pointed out 
to us that his report should not be accepted as 
a complete diagnosis, but simply as a state- 
ment of his findings in the field examined by 
that method. Therefore, hower refined and 
reliable may be the methods used in the ex- 
amination of one or more organs, it is the phy- 
sician who should accept the burden of diag- 
nosis and the responsibility of deciding what 
therapeutic procedure is best calculated to cure. 

Before advising a surgical oper ation for the 


*Read before. ‘the Medical Society of Virginia, Maryland and 
— of Columbia, at Washington, D. C., November 18, 
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relief of chronic abdominal complaints, the 
physician should be convinced : 

1. That the pathology found is the cause 
of the symptoms for which the patient seeks 
relief ; 


2, That the patient can undergo the opera- 


tion successfully ; 

3. That the relief will be sufficient in degree 
to justify the procedure. 

The first requirement, namely, the assurance 
that the pathology found is the cause of the 
illness, involves the differential diagnosis from 
other conditions causing similar symptoms. 

Adequate discussion of this subject is not 
possible in a short paper, but a simple 
enumeration of some of many such conditions 
will serve to indicate the complexity of the 
probtem and the necessity of carrying our in- 
vestigations beyond the field of obvious dis- 
turbance. 

Of first importance is the separation of sur- 
gical diseases from the non-surgical diseases. 
It is a matter of no regret if we operate for 
gall-bladder disease and find a duodenal ulcer, 
chronic appendix or some other condition 
amenable to surgical procedures. It is, how- 
ever, a matter of lasting troub‘e to physician, 
surgeon and patient if we operate and remove 
or drain a gall-bladder which, although dis- 
eased, still leaves the patient. with other sur- 
gical pathology, producing symptoms, or some 
non-surgical disease naturally unrelieved by 
removal of the gall-bladder, or any other sur- 
gical operation. 

The following examples are given from my 
own experience, as an illustration of the diag- 
nostic problems encountered in the manage- 
ment of abdominal disease : 

1. Non-surgical diseases producing symj- 
toms resembling acute surgical lesions in the 
abdomen, but not amenable to surgical treat- 
ment, These must be excluded before operat- 
ing for so-called “acute abdomen.” 

Apical pneumonia, resembling gall-bladder 
disease: Pain, tenderness and muscle spasm in 
the right hypochondrium. Leukocytosis 
18,000. No cough, sputum, or pleuritic pain. 
A search for physical signs of pneumonia was 
unconvincing, An X-ray examination of both 
the gall-bladder area and the lung revealed a 
solidified upper right lobe. 

Pericarditis with abdominal symptoms: 
All studies and examinations inconclusive, An 
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exploratory operation revealed minor pathol- 
ogy which was corrected without relief. Post 
mortem examination showed pericarditis sep- 
tic. 

Malarial fever, resembling appendiceal ab- 
scess: Chills, sweats, temperature curve of the 
septic type, painful distended abdomen, leuko- 
cytosis 17,000; four examinations of the blood 
for parasites negative; quinine given by moutli 
without benefit; fifth examination, aestivo- 
autumnal forms found; recovery under ad- 
ministration of quinine hypodermically. 

Lumbricoides in large numbers in the bowel, 
resembling penetrating gastric ulcer: Acute 
onset with pain, nausea, vomiting, distention, 
constipation, moderate fever and leukocytosis: 
ova found in the feces; recovery after adminis- 
tration of santonin. 

Tonsillitis, occurring in a patient under ob- 
servation for recurrent attacks of appendici- 
tis: Moderate fever, leukocytosis and accelera- 
tion of pulse due to local infection and not to 
acute appendicitis 

Typhoid fever, resembling appendicitis: 
Acute onset with pain, slight rigidity, and ten- 
derness in the lower right quadrant of the ab- 
domen. 

Aneurysm of the thoracic aorta, slow rup- 
ture into the mediastinal space: Presenting 
symptoms, epigastric pain, nausea, vomiting, 
rigidity of abdominal muscles, leukocytosis; 
death six days later; post-mortem. 

Tlerpes zoster, before the appearance of skin 
lesions, resembling gall-bladder or appendix 
inflammation, 

Fenal colic without stones. 

Lead colic, resembling attacks of gall-stone 
colic. 

Miliary tuberculosis, meningeal type: Be- 
ginning with pain in the abdomen, rigidity, 
vomiting, fever and moderate leukocytosis. 

2. Chronic or recurrent conditions giving 
abdominal symptoms, not due to surgical dis- 
ease and, therefore, not amenable to surgical 
treatment. These must be excluded before 
operating for chronic abdominal (surgical) dis- 
ease. 

Tabes dorsalis with gastric crises, and a 
negative blood Wassermann test. 

Spinal arthritis, with referred abdominal 
pain, rigidity and tenderness; orthopedic diag- 
nosis and X-ray examination; orthopedic ap- 
pliance relieved all symptoms. 


] 
( 
XUM 


Slight movable .right kidney, with mild 
Dietl’s crises; recurrent attacks of “delayed 
yomiting ;” relieved by abdominal support. 

Abdominal angina, with recurrent attacks of 
epigastric pain, recurring, or much worse, after 
eating. 

Angina pectoris, with recurrent attacks of 
epigastric pain, recurring, or much worse, after 
eating. 

Abdominal aortic aneurysm, with pain re- 
curring in association with the digestive cycle. 

Mucous colitis and spastic constipation, with 
recurrent attacks of abdominal pain, tender- 
hess, nausea and vomiting. 

Post pleuritic diaphragmatic adhesions, with 
epigastric pain, pylorospasm; X-ray evidence 
of distortion of the duodenal cap from spasm. 

Mediastinal disease, peribronchial adenitis, 
or neoplasm with pylorospasm, epigastric pain, 
and tenderness. 

3. Surgical conditions—chronic—not amen- 
able to medical treatment, but apt to be over- 
looked in a surgical operation for demon- 
strated disease, e. g., gall-bladder diagnosed 
by X-ray: 

a. Epigastric hernia. 

b. Umbilical hernia. 

c. Incomplete inguinal hernia. 

d. Partial obstruction of right ureter. 

e. Stone in right kidney without pus or 
blood in the urine, but having attacks of re- 
current abdominal pain, nausea, and vomiting. 

f. Dilatation of the duodenum. 

g. Meckel’s diverticulum. 

h. Diaphragmatic hernia. 

i. Foreign body in the bowel. 

. Abscess of the dome of the liver. 

k. Pericolic adhesions with nausea, vomit- 
ing of blood, tense abdomen, fever, and slight 
leukocytosis, inconclusive X-ray examination; 
operation for pericolic adhesions—complete re- 
lief. 

If the physician brings to bear upon the 
case under consideration his best diagnostic 
technique, and the surgeon makes a thorough 
examination of the abdomen when operating 
for a demonstrated chronic lesion, there will 
be improvement in practice even with our pres- 
ent knowledge and facilities. 

1720 Connecticut Avenue. 
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CAESAREAN SECTION: TYPES AND 
TECHNIQUE.* 


By HOWARD F. KANE, A. &.. Bi 
Washington, D. C. 


Associate Professor of Obstetrics, George Washington University. 

Caesarean section operations are of three 
types, the so-called classical, the low-cervical, 
and the extraperitoneal. 

The classical, which consists merely of cut- 
ting through the walls of the abdomen and 
uterus, extracting the child and placenta, and 
suturing the incisions, is the most easily per- 
formed of abdominal operations and the sim- 
plest operative procedure in obstetrics. Were 
it not for certain complications and sequelae, 
this would be the ideal method of delivering 
women. In view of the possible disastrous 
consequences of this operation, however, it is a 
procedure which should be undertaken only 
in the presence of well-defined obstetrical in- 
dications. More important still, it should not 
be performed except in the absence of contra- 
indications. 

The life of the patient may be jeopardized 
through sepsis and hemorrhage. Convales- 
cence may be delayed and rendered extremely 
uncomfortable by distention of the stomach 
and intestines with gas. Late discomfort and 
danger may be caused by adhesions and by 
thinning of the uterine walls at the site of the 
incision, This last condition may lead to rup- 
ture of the uterus in a subsequent pregnancy. 

The occurrence of infection at the time of 
operation should be prevented by ordinary at- 
tention to asepsis. The possibility of late in- 
fection may be minimized by the choice of the 
proper type of operation, Hemorrhage can 
usually be easily controlled. The other se- 
quelae mentioned may be lessened in frequency 
and severity by attention to some of the points 
emphasized in the technique to be described. 

In spite of all precautions, in supposedly 
clean cases, the mortality ranges from 1.5 per 
cent in cases operated upon at the beginning 
of labor to 10 per cent when caesarean section 
is done after several hours. 

A list of the indications for which caesarean 
sections have been performed would include all 
the complications of labor, real and imagined. 
Many times, it is feared, expediency rather 
than obstetrical emergency, has been the rea- 
son for operating. Broadly speaking, abdomi- 
nal deliv ery should be resorted to only when 


*Presented hefore the George Washington University Medical 
Society, April 18, 1925. 
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the best interests of both mother and child will 
be served by the procedure. 

More important to bear in mind are the con- 
traindications, which vary with the type of 
operation. 

For the classical operation, infection, pres- 
ent or potential, is an absolute contraindica- 
tion unless the caesarean is to be followed by 
supravaginal hysterectomy. The number of 
hours a patient has been in labor and particu- 
larly the length of time the membranes have 
been ruptured constitute contraindications of 
progressively increasing importance. Patho- 
genic bacteria are always present in the vagina 
and lower portions of the cervical canal. Ordi- 
narily, the natural resistance of the patient, 
aided by the vaginal secretion prevents infec- 
tion. When the patient is exhausted by a long 
labor, her powers of resistance are so lowered 
that they are no longer able to protect her 
from the bacteria, When the membranes rup- 
ture, the flow of alkaline amniotic fluid neu- 
tralizes the protective acidity of the vaginal 
secretion. 

It is generally conceded that vaginal exami- 
nations add markedly to the danger of classi- 
cal caesarean section. Much depends upon the 
care with which these examinations are made. 
‘In the series of cases to be reported, probably 
not more than four or five were operated upon 
except after one or more vaginal examinations. 
In practically every instance, however, the 
vulva was painted with iodine, the patient was 
draped with sterile towels, the examining 
hands were scrubbed, soaked in an antiseptic 
solution, and covered with sterile gloves. 

The classical caesarean sections to be dis- 
cussed in this paper were all done according 
to a technique which was adopted with a view 
to the minimizing of distention and adhesions 
and to the prevention of a weakened area at 
the site of the uterine incision. 

The abdominal incision is made in the mid- 
line, above the umbilicus, as suggested by Asa 
B. Davis, if the pregnancy is at full term. 
When the fundus does not extend more than 
four inches above the navel, the incision is 
made to the right of that point, one-half above 
it and one-half below. On the distended ab- 
dominal wall, the incision is three and one- 
half to four inches in length, and shrinks to 
about two and one-half inches when entirely 
healed. While “a long incision will heal as 
quickly as a short one,” a short one can be 
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sutured much more quickly and leaves a smaller 
area for the formation of adhesions. The ab- 
dominal wall is so thin in this location that it 
is opened by two strokes. The first goes down 
to the fascia, which is picked up with tissue 
forceps, and the second incises fascia and peri- 
toneum, opening the abdominal cavity. This 
high location of the incision makes adhesions 
between the uterine and abdominal incisions 
practically impossible. 

If necessary, the uterus is turned so that its 
midline lies under the incision in order that 
it may be opened through the area of least 
vascularity, The abdominal cavity is walled 
off with two tape sponges wet with salt solu- 
tion. These sponges are about twelve by three 
inches and one is placed at each side of the 
uterus. Care is taken to raise the abdominal 
walls so that the sponges can be placed with- 
out rubbing the parietal or uterine peritoneum. 


The uterine incision may be slightly longer 
than that in the abdominal wall. Through an 
opening of this size, the baby must be delivered 
according to the mechanism of a breech extrac- 
tion through the vagina. One foot is grasped. 
and by traction the child is delivered as far 
as the axillae. Then one arm after the other 
is swept down across the face. Flexion is pro- 
moted by pressure on the superior maxillae 
and the head is pushed through the incision by 
pressure on the sides of the abdomen by an 
assistant. The placenta is removed manually 
and, if eny shreds of membrane are retained, 
the uterine cavity is mopped with a wet sponge. 
Pituitrin, 1 ¢.c., is now given intramuscularly. 
Some prefer to inject this into the uterine 
muscle, It has not been done in these cases 
for fear of damage to the uterine wall. The 
cervix is not dilated from within the uterine 
cavity. This is considered a dangerous and 
unnecessary procedure. 

As soon as the placenta has been delivered, 
the assistant hooks one finger into the upper 
end of the uterine incision and holds the 
uterus against the abdominal wall. In the 
lower angle of the incision is placed a suture 
of twenty-day chromic catgut, No. 2. This 
embraces the inner half of the uterine wall but 
does not pass through the decidua. The suture 
is tied and one end left long to be used as a 
tractor. A similar suture is placed in the up- 
per angle, These sutures are now used by the 
assistant to hold the uterus against the ab- 
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dominal wall, They also help close the inci- 


sion. 

Beginning at the lower end, a continuous 
suture of No, 2 chromic is placed at the same 
level as the tractors. When the upper end is 
reached, it is locked and continued as the outer 
layer. This line of stitches enters the peri- 
toneum at about 2 mm. from the edge of the 
incision and goes down to the first row. The 
end is tied to the first traction suture, thus 
burying the knot. The outer line of stitches 
is now covered by a running Lembert suture of 
No, 2 plain catgut, the end of which is buried 
by being tied to the upper tractor. This su- 
ture may take in only peritoneum, but some- 
times it is advantageous to include a few 
muscle fibres. 

During the sewing of the uterine walls, no 
sponging is permitted. The flow of blood is 
usually so profuse that sponging, to be of 
value, must be constant. The sense of touch, 
with a finger in the uterus, is the best guide 
to placing the deep row of stitches. After 
they are in place, the bleeding should not in- 
terfere. Constant sponging only traumatizes 
the peritoneum. 

Two layers of sutures are placed in the 
uterine wall, as it is possible to approximate 
the two sides with less damage to muscle than 
if one stitch included all the tissue from 
peritoneum to mucosa, Care is taken not to 
pass the needle through the decidua, as the 
mucous edges should fall together. If the su- 
ture included this layer, the edges would be in- 
folded, separate the muscular tissue, and pre- 
vent healing. 

The peritoneal suture serves two purposes. 
It helps prevent adhesions by covering all su- 
tures, It also makes the incision water-tight. 
This is important, as the uterus will be con- 
tracting and retracting, squeezing out clots and 


lochia while the incision is healing. Without 


the protection of this extra layer, material 
from the uterus could more easily seep through 
the wall and enter the peritoneal cavity. Prob- 
ably one of the chief causes of peritonitis after 
classical caesarean section is the passage of in- 
fection through the uterine incision during the 
first few days after operation. 
shown that during the first week of the puer- 
perium the uterus contains pathogenic bacteria. 
Peritonitis is caused, not by the spill at the 
time of operation, but by later infection from 
the uterine cavity. Continuous sutures are 
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used, as the presence of many knots in the 
depth of the wound is a source of irritation 
and a possible cause of faulty healing. 

No mention has been made of the uterine 
“scar.” There should be no scar, as the un- 
striped muscle of the uterus regenerates and 
the site of the incision should be practically 
normal muscle, Should the uterine wound be- 
come infected, healing by second intention will 
leave a scar. Rupture of the uterus occurs 
during a subsequent labor in about 4 per cent 
of the cases. In nearly every instance there is 
evidence of symptoms pointing to infection of 
the uterine incision. 

The low cervical caesarean section, or “lapa- 
rotrachelotomy,” devised by Sellheim, intro- 
duced into this country by Beck, and enthu- 
siastically advocated by De Lee, permits ab- 
dominal delivery in many cases in which the 
higher operation is contra-indicated. 

In this type of operation, the incision is en- 
tirely in the lower uterine segment. It is not 
an extraperitoneal operation but the incision 
is extraperitoneally situated when the opera- 
tion is finished, Advantages claimed for this 
location of the incision are: (1) it is in the 
non-contractile portion of the uterus and there- 
fore is at rest while healing is taking place; 
(2) the operative field is in the pelvis where 
the peritoneum is most resistant to infection: 
(3) in case of infection from the uterine cavity, 
the inflammation and suppuration will be con- 
fined to the space between the bladder and 
lower uterine segment and will not invade the 
peritoneal cavity; and (4) there is less likeli- 
hood of adhesions. 

Post-operative infection is less to be feared 
after this type of operation. It is being done 
after several vaginal examinations, after in- 
effectual dilatation by bags, and even after at- 
tempts at forceps delivery. With this opera- 
tion in reserve, it is possible to allow longer 
trial labors with the result that more women 
will be delivered from below. 

In this series of cases, the low cervical 
method was employed only in those which were 
possibly infected. Many obstetricians have 


practically discarded all other types and have 
adopted this method for all abdominal deliv- 
eries. This is because there is less danger of 
rupture during subsequent pregnancies as the 
incision is more favorably located for perfect 
healing. 

The technique of low cervical caesarean sec- 
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tion has recently been clearly described and 
beautifully illustrated by De Lee. 

The method employed in the cases to be re- 
ported was as follows: 

With the patient in the Trendelenburg posi- 
tion, a median incision six inches in length is 
made below the umbilicus, A broad retractor 
is placed in the lower end of the incision after 
the tape sponges have been placed. At the 
uterovesical reflexion, the peritoneum is in- 
cised transversely almost to the round ligament 
on either side. The bladder is separated from 
the lower uterine segment with the finger. If 
the patient has been long in labor and if the 
cervix is well dilated, this is easily accom- 
plished as the cervix will have been drawn 
away from the bladder, The peritoneum above 
the transverse incision is dissected with scis- 
sors up to a point just beyond the upper end 
of the proposed uterine incision. These flaps, 
upper of peritoneum, and lower composed 
mainly of bladder wall, are retracted and a 
midline incision is made through the lower 
uterine segment. Unless the head is floating 
high above the brim, this incision will ex- 
pose the shoulder, neck, and base of the head. 
De Lee suggests that the head be rotated by a 
finger in the child’s mouth. Forceps are then 
applied and the head extracted. The delivery 
of the head has proved to be the most difficult 
step of the operation. Several methods have 
been employed, including version and extrac- 
tion by the feet. The procedure which has 
given greatest satisfaction is as follows: 

The hand is placed in the uterus and the 
fingers carried down below the head. The head 
is then pushed up to the incision, The opera- 
tor, with his other hand, makes pressure on 
the fundus while the assistant presses each 
side of the abdomen from below the sides of 
the head, The hand in the incision acts in the 
manner of a shoe horn and the head slips 
through the opening. The placenta is removed 
manually. 

Most authors state that the bleeding at this 
step of the operation is less than in the classi- 
cal type, owing to the fact that the incision is 
in the thin-walled portion of the uterus, This 


is also the non-contractile portion, however, . 


and there is no hemostatic aid to be had from 
the uterine muscles. In these cases, the bleed- 
ing has been more profuse than in operations 
through the fundus. Ordinarily the hemor- 
rhage is not serious and the incision can be 
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closed by sense of touch. When the patient is 
in a condition which makes blood loss danger- 
ous, the uterine cavity can be packed with a 
hot sponge. 

As soon as the placenta is delivered, the 
uterine wall on each side is grasped with a 
volsellum and lifted up into the abdominal 
wound, The suture is of No. 2 chromic cat- 
gut and is placed in two layers, as described 
for the classical operation, The upper flap of 
uterine peritoneum is drawn down and sewed 
to the muscle in three or four places, covering 
the upper half of the incision, The bladder is 
brought up and the fringe of peritoneum at- 
tached to it is sutured by a continuous Lem- 
bert stitch of plain No. 2 catgut from round 
ligament to round ligament. The bladder now 
entirely covers the uterine incision, which is 


also partly covered by the upper flap of peri- . 


toneum. When the patient is returned to the 
horizontal position, this transverse incision lies 
between bladder and uterus, far down in the 
pelvis so that it is practically impossible for 
omental or intestinal adhesions to occur. 

The writer has had no personal experience 
with the extraperitoneal type of caesarean sec- 
tion. It is undoubtedly of value in certain in- 
fected cases, but when the uterine cavity is 
frankly infected, the safest operation for the 
patient is the classical caesarean followed by 
supravaginal hysterectomy — the so-called 
Porro operation. 


A Brier Review or One Hunprep Cases or 
CrasstcaL CAkSAREAN SECTION AND SIXTEEN 
OF THE Low Cervical 


Indications for classical caesareans: 

22 contracted pelvis 

38 cephalopelvic disproportion 

16 eclampsia 

10 placenta previa (central) 

8 preeclamptic toxemia 

2 contracted pelvis with cardiac decompen- 
sation 

1 pelvic obstruction due to dermoid cyst 

1 pelvi¢ obstruction due to tumor in vagina 

1 short cord 

1 inertia with twins. 

Of these one hundred cases, five died. Four 
were cases of eclampsia, and died within 
twenty-four hours of operation, Almost cer- 
tainly death was due to the toxemia rather than 
to the caesarean section. Since adopting 


means other than operation in the treatment 
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of eclampsia, the mortality both in eclampsia 
and following caesarean section has dropped 
to almost nothing. 

The fifth death was in a case of central pla- 
centa previa, This patient had undergone am- 
putation of both breasts for carcinoma two 
years previously and at the time of caesarean 
showed metastases of nearly all organs, par- 
ticularly of the liver. 

The gross mortality in the series, therefore, 
is 5 per cent, with no death which was not ac- 
counted for by preexisting pathology. 

The morbidity cannot be given in this paper 
except in a general way. Personal post-opera- 
tive records have not been kept in detail, and 
exist only on the charts which are scattered 
among nine hospitals, A temperature of about 
100° F. has not been uncommon during the 
first two or three days, but no case has caused 
alarm on account of fever. 

Post-operative distention has given trouble 
in very few cases. This may be due to the 
fact that the operation is done rapidly, thus re- 
quiring relatively short anaesthesia, as well as 
to the avoidance of handling of intestines. The 
usual length of time for a classical caesarean 
section, carrying out the above technique, is 
twenty minutes. Some cases have required 
more time, and some have been done in sev- 
eral minutes less. 

An important factor in permitting a com- 
fortable convalescence is keeping the uterus 
within the abdominal cavity. The practice of 
delivering the uterus for incision and suture 
predisposes to shock from exposure and hand- 
ling of so extensive an area of peritoneum. It 
necessitates packing and handling of intes- 
tines, thus adding to the likelihood of post- 
operative gas. It exposes the peritoneum to 
traumatism which may result in adhesions. 
With our technique, we rarely see more of 
the uterus than the narrow area walled off by 
the tape sponges. Since the use of ethylene as 
the routine anaesthetic, the amount of nausea 
and distention has been decreased even further. 

In twelve of these cases, the results of sub- 
sequent labors are known: 

1. Second caesarean. No scar felt or seen. 
Few omental adhesions to abdominal incision. 

2. Second labor normal, Third labor, poda- 
lic version, Fourth labor (different operator) 
podalic version. 

3. Second caesarean, Slight thinning at site 


of incision. Few omental adhesions to abdomi- 
nal and uterine walls. 

Later operation, appendectomy. Dense ad- 
hesions to uterine wall. No scar seen. 

4. Second caesarean (different operator). 
Reports no scar. Few very light omental ad- 
hesions. 

5. Second caesarean (different operator). 
Reports no scar, Few adhesions. 

6. Following labor normal. 

7. Second caesarean. Line of incision could 
be seen. No thinning. Few adhesions, Third 
caesarean, Rather dense omental adhesions to 
abdominal and uterine walls. 

8. Second caesarean. No scar. 
sions, 

9. Second labor (different operator). High 
forceps after twelve hours labor. 

10. Second caesarean, No scar seen. Slight 
thinning. Dense omental adhesions to abdomi- 
nal and uterine walls. 

11. Second caesarean, no thinning, no ad- 
hesions. 

12. Second labor normal. 

We know, therefore, that in 12 per cent of 
the cases the uterine incisions healed satisfac- 
torily and that the operations did not jeopar- 
dize the patients in regard to future preg- 
nancies. 

The sixteen laparotrachelotomies were done 
for contracted pelvis or disproportion, Each 
patient was at least potentially infected and 
had been in labor for many hours. The short- 
est labor was twenty-four hours, the longest 
ninety-six. The average duration of labor 
was forty-two hours. If we omit a seventy- 
two hour and the ninety-six hour labor, the 
average length was thirty-four hours. 

In one case, the membranes were intact. In 
several the time of rupture was not known. 
The average length of time after rupture of 
membrane was sixteen hours. 

All cases had been examined, many of them 
several times before admission, and two ex- 

amined without gloves. All were cases in 
which the classical caesarean was contraindi- 
cated. Had we not had recourse to the low cer- 
vical operation, most of the babies wou'd have 
been killed by efforts at delivery through the 
vagina. 

One patient died, giving a mortality of 6.25 
per cent. 

She had been in labor ninety-six hours. Be- 
fore admission to the hospital, high forceps 
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application had been attempted three times. On 
admission, the temperature was 103°, pulse 
140. She died four days after operation. 
Autopsy showed the uterus to be almost en- 
tirely necrotic. The most interesting point in 
view of the claims in favor of the low cervical 
caesarean was that there was a collection of 
pus between the bladder and lower uterine seg- 
ment which was kept out of the peritoneal 
cavity by the transverse line of Lembert su- 
ture. 


This patient died of septicemia which was 
undoubtedly present before admission to the 
hospital. It would have been better judgment 
had a Porro operation been performed but 
even that would have probably failed to save 
the patient. 


The most striking fact in regard to this type 
of operation is the absence of complications 
and discomfort during convalescence. In no 
case was there distention sufficient to require 
treatment. In every case the puerperium was 
as uneventful as after a normal delivery. Dur- 
ing the operation the intestines are never seen. 
Only a smal! area of the uterus is exposed. 
This operation cannot be performed as rapidly 
as the classical caesarean, our average being 
thirty-five minutes. One of the patients in this 
series has since gone through a normal labor. 


ConcLvUsions 


1. In the absence of uterine infection, the 
classical caesarean section should be practi- 
cally devoid of mortality. 

2. In the absence of infection of the uterine 
incision, the uterus should be able to withstand 
subsequent labors. 

3. In the low cervical caesarean section, 
we have an operation which allows us to give 
the patient and her baby the benefits of ab- 
dominal delivery in many cases where the high 
operation would be dangerous. 
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ACHLORHYDRIA—A CLINICAL STUDY 
OF ONE HUNDRED CASES.* 


By DeWITT B. A. 
an 


J. EDWIN WOOD, Jr., M. D., 
University, Va. 


The relatively frequent occurrence of achlor- 
hydria either as an ill-defined entity or an 
associated finding aroused our interest in a 
clinical study of the condition. One hundred 
unselected cases of achlorhydria admitted to 
the medical wards of the University of Vir- 
ginia Hospital during the past two years have 
been chosen for study. In our small series 
we are unable to state the true incidence of 
this derangement, but it has occurred in about 
20 per cent of all cases having gastric analyses 
during this period. VanderHoof! reports 16.2 
per cent achlorhydria in gastric analysis done 
on 500 patients with gastro-intestinal symp- 
toms. He quotes Kelling who found 16.5 per 
cent anacidity in an investigation of 3,147 
cases. Both VanderHoof and Kelling em- 
ployed the Ewald test meal method. Eggles- 
ton? gives the incidence of achlorhydria as 
10 per cent of 2,730 cases by the fractional 
analysis method of Rehfuss, and 18 per cent of 
2,399 cases by the Ewald method. Hurst* in- 
vestigating 365 cases by the fractional method 
finds 10.5 per cent achlorhydria. He points 
out that the Ewald meal is about 9 per cent in 
error in the detection of achlorhydria, as this 
method in the same series gave 9.2 per cent 
greater number of achlorhydrias than did the 
fractional method. All of our cases were 
studied by the Ewald method. Fourteen also 
had fractional tests made, and fourteen others 
had the Ewald meal repeated. The incidence 
then of achlorhydria in our clinic may be high 
on account of the method used, but this is 
probably not as important as the fact that we 
have been particularly on the alert for the 
condition during the past year and cases have 
been discovered that might not have been 
found during the routine year’s work. 

Some interesting views may be found in the 
literature on achlorhydria, but the etiology and 
pathological physiology still seem to be ob- 
secure. Cabot‘ states that, “Hypoacidity and 
achylia gastrica are not characteristic of any 
gastric disease. They are common in alcohol- 
ism, in all types of anaemia, in tuberculosis, 
diabetes, and nephritis, as well as gastric can- 


sopRead before the Piedmont Medical Society, November 27, 
From the Department of Internal Medicine of the University 
of Virginia Medical School, University, Va. 
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cer.” Butler® believes that, “The total ab- 
sence of free hydrochloric acid is frequently 
indicative of a gastric neurosis in hysteria and 
neurasthenia, is usually one of the findings in 
the latter stages of chronic gastritis, and is 
quite an invariable finding in gastric cancer. 
Achlorhydria is not an invariable finding in 
gastric cancer as indicated by Hartman,’ who 
found that only 69.5 per cent of 551 gastric 
cancers proved at operation showed a total 
absence or diminution of hydrochloric acid. 
According to Fischbein? achlorhydria is a 
gastric neurosis, being either a part of a gen- 
eral neurosis or a symptom. He believes that 
chronic gastritis as a primary condition, even 
in cases of alcoholism, is a myth. Albu’ con- 
tends that achylia and achlorhydria are con- 
genital or constitutional with an hereditary 
factor, since -he observed these conditions in 
thirty-one children under ten years of age. 
Eggleston? has been able to demonstrate 
achlorhydria in several members of the im- 
mediate family of patients suffering from 
pernicious anaemia. Molnar and Hetenyi,’ two 
Hungarian observers, as a result of recent ex- 
perimentation, conclude that anacidity or 
achlorhydria is referable to diminished sodium 
chloride content in the food, and increased 
excretion of sodium chloride under vegetable 
diet. In a series of test cases they claim to 
have found the condition amenable to sodium 
chloride therapy, or increased sodium chloride 
in the diet. 

Granting the possibility of error as already 
discussed in the determination of the free 
hydrochloric acid some explanation should he 
given for the seemingly high total acid value 
in our series. Eighty-nine cases had a total 
acid value in the gastric content of below 20 
“acidity per cent,” a few being just above (22 
to 27 “acidity per cent”). Five cases ranged 
between 30 and 40 “acidity per cent,” three of 
these being explained by marked stasis with 
lactic acid formation. Five showed figures 
above 40 for the total acid and 4 of these were 
explained by marked stasis with lactic acid 
formation. 

Our cases seem to fall readily into the group- 
ing shown in table 1. Group I—the cases of 
achlorhydria unassociated with any other con- 
dition. If followed over a period of years, 
such,cases eventually fall into one of the other 
two groups. Group II—the cases of achlor- 
hydria associated with some other organic 
finding. In pellagra, pernicious anaemia and 


[April, 


carcinoma of the stomach a relationship with 
achlorhydria has long been noted clinically, 
while in many of the others very little assovia- 
tion exists and in some there is apparently 
none. Group III—the cases included in this 
group have a diagnosis either of a functional 
nature or of questionable integrity. The ques- 
tion of chronic gastritis has already been men- 
tioned. In addition to pernicious anaemia, 
pellagra, and carcinoma of the stomach, cer- 
tain other diseases seem to warrant notice in 
association with achlorhydria. These in ap- 
parent order of importance are severe sec- 
ondary anaemia, chronic pulmonary tuber- 
culosis, chronic colitis, hyperthyroidism and 
cholelithiasis. 

Achlorhydria is almost twice as common in 
women as men, the ratio being notably greater 
in Group III, where it is three to one. It is 
twice as frequent in whites as in negroes. LBe- 
tween forty and sixty years seems to be the 
most likely age period. The oldest and young- 
est cases in Group I are 64 and 24, respectively, 
with an average age of 48; in Group II the 
‘oldest 78, youngest 20, average age 47; in 
Group III the oldest 65, youngest 23, average 
age 41. 

Gastric symptoms were absent in 10 per cent 
of the cases; diarrhea was present in 22 per 
cent, most often a diarrhea unaccounted for by 
dietary indiscretions alternating with periods 
of constipation; constipation severe enough to 
require laxatives was recorded in 19 per cent; 
epigastric discomfort coming on from one-half 
to two hours after meals occurred in 35 per 
cent of the one hundred cases. ‘This discom- 
fort was of two types, either an epigastric full- 
ness without pain or a localized epigastric pain 
associated with gaseous eructations and “heart 
burn.” Nineteen per cent suffered from “sour 
stomach” and “gas on the stomach.” 

One finds difficulty in selecting from this 
group of symptoms a complex characteristic of 
achlorhydria. However, in a person in the 
fifth decade of life with marked epigastric dis- 
comfort after meals, associated with gaseous 
eructations and nausea, and presenting a his- 
tory of attacks of diarrhea (more often a 
morning diarrhea, according to VanderHoof ) 
one should certainly suspect achlorhydria, It 
is our impression that the majority of cases of 
achlorhydria, uninfluenced by severe organic 
disease, occur in thin individuals. 

The rather large number of cases (19 per 
cent), giving a history of “sour stomach” and 
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symptoms often attributed to hyperacidity, 
seems to be worthy of notice. Many of the 
older practitioners are familiar with this and 
have actually relieved these cases by the ad- 
ministration of soda. Conversely, peptic ulcer 
cases may show achlorhydria. Sir Berkeley 
Moynihan” found that 13 per cent of 39 gas- 
tric ulcer cases showed achlorhydria, and 514 
per cent of 71 cases of duodenal ulcer presented 
the same condition. Bell’ gives about the 
same percentages in a slightly smaller group 
of peptic ulcer cases, 

During the past year, chronic tobacco chew- 
ing seemed to be in some cases a very probable 
factor in the production of achlorhydria (in 
Groups I and III), twelve of our cases in these 
groups being chronic tobacco chewers. For 
a time every chronic tobacco chewer coming 
into the wards had achlorhydria. However, 
we have recently seen three patients addicted 
to this habit over a period of two or three 
decades and all three showed normal acid 
values in the gastric withdrawal. This series 
is too small to hazard an opinion as to the 
effect of tobacco chewing in the production of 
achlorhydria. 


CONCLUSIONS. 


1. Achlorhydria is a relatively common 
condition, occurring in from ten to fifteen per 
cent of the cases warranting gastric analysis. 

2. It accompanies a wide variety of organic 
and functional derangements and we agree 
with others that it is probably an associated 
condition rather than a disease. 

3. It is commoner in the white than in the 
negro. 

4. While there is no characteristic symptom 
complex, achlorhydria may be suspected from 
the history in a fair percentage of cases. 

5. Achlorhydria may produce gastric symp- 
toms commonly attributed to hyperacidity. 
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A REVIEW OF THE CHIEF MEDICAL 
LITERATURE OF NINETEEN HUN- 
DRED AND TWENTY-FIVE.* 

By WYNDHAM B. BLANTON, M. D., Richmond, Va. 
The entire medical literature for 1925 ap- 
pearing in the Archives of Internal Medicine. 
the American Journal of Medical Sciences, 
the American Heart Journal, and the Medi 
cal Clinics of North America, with the excep- 
tion of one volume, has been reviewed, in all 
383 articles. Summarizing them, it appears 
that fifty-six have dealt with gastro-intestinal 
disease, fifty-four with cardio-vascular dis- 
ease, forty-nine with the blood, twenty-five 
with the lungs, twenty-one with the nervous 
system, twenty with drugs, eighteen with dia- 
betes and the pancreas, sixteen with the liver. 
thirteen with infections. Other subjects, such 
as endocrines, immunity, the lymphatic sys- 
tem, cancer, have appeared relatively infre- 
quently. It appears that the heart, blood ves- 
sels and blood have invited by far the most 
attention, representing almost a third of the 

total medical writings of these journals. 


Liver 

Sixteen articles have been reviewed dealing 
with the liver and gall-bladder. Five of these 
articles have been concerned with the icteric 
index test of Van den Burg; others deal with 
the other new functional tests, such as the 
phenoltetrachlorphthalein test. There are sev- 
eral studies of the bile. The fact that cardiac 
lesions may give hepatic symptoms is the sub- 
ject of two papers. In general, functional 
tests of the liver and the tetrabrom — and 
tetraiodinphenolphthalein sodium salts tests 
have been the most productive fields of recent 
hepatic investigation. Several reports in other 
journals have dealt with’ the use of liver ex- 
tracts in vascular hypertension, and the last 
issue of the Johns Hopkins Bulletin record 
experiments with liver extract in the reduc- 
tion of guanidin high blood pressure. 


Heart 


Of the numerous articles which have dealt 
with the heart, some of the most interesting 


*No foreign journals reviewed. 
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have discussed coronary thrombosis, The im- 
portance and frequency of cardiac infarct have 
been emphasized. A pain that continues for 
hours, rapid heart, falling blood pressure, ex- 
treme dyspnoea, indicates thrombosis. The 
necessity of differentiating infarct from 
angina pectoris is stressed, because sympathec- 
tomy for angina pectoris does not relieve the 
pain of thrombosis and frequently kills the 
patient. There are several discussions of sud- 
den cardiac death, The most interesting cites 
eight cases of sudden death in apparently well 
persons, At autopsy there appeared a most 
marked syphilitic myocarditis, The curious 
thing about this type of myocarditis is the 
prominence of the polymorphonuclear leucocy- 
tes rather than the lymphocytes. Under an- 
other discussion of the same subject, the chief 
causes of sudden death are enumerated as (1) 
rupture of the heart; (2) pulmonary em- 
bolism; (3) ventricular fibriliation; (4) heart 
block ; vagus inhibition. 

’The basal metabolism of heart disease is 
slightly elevated, due to increased cardiac 
work with a corresponding demand for more 
oxygen. Therefore, in the presence of heart 
disease, slight elevations of the basal meta- 
bolic rate have to be cautiously interpreted. 
It is pointed out that lesions of the left branch 
of the bundle of His are rare; that vital capac- 
ity as a measure of cardiac function is value- 
less in ambulant cases; and that there are no 
pathological changes to be noted in the auricles 
of hearts which have fibrillated. The im- 
portant fact is brought out that left or right 
ventricular preponderance can be simulated 
electrocardiographically by the position of 
the patient, This casts doubt upon prepon- 
derance readings which have not been most 
carefully taken. The same fact is utilized in 
diagnosing adhesive pericarditis by the elec- 
trocardiogram. In this case the electrocardio- 
gram does not show a change with the change 
of position by the patient. A great many of 
the articles reviewed are concerned with the 
arrhythmias, and, of course, with the electro- 
cardiogram. 


Drees 


A surprising number of new drugs are to 
be found described. There are important 
papers dealing with the old stand-bys, such as 
digitalis and morphine, Intravenous medica- 
tion is warned against as being hazardous. It 
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is shown that digitalis routinely given before 
operation has no effect in reducing post-opera- 
tive complications or mortality. “It is show n 
that digitalis does not lose strength with ave 
but does become less absorbable. Digitalis ‘s 
not harmful in coronary thrombosis. “Org ganic 
iron has no effect in anemia, The only iron 
that is potent is the iron content of the food. 
/ntarvin is a non-toxic, non-acetone producing, 
artificial fat, useful in diabetic feeding. 
Chemically it is margaric acid. Merecuro- 
chrome continues to receive praise. Luminu/ 
in doses of one and a half grains is advise: 
to reduce blood pressure. ‘Trea (30 to 6) 
grains daily) effectively removes the edema 
of cardiac failure. Barium chloride (3) 
grains every four hours) is advised in heart 
block. @uénidin in auricular fibrillation stil! 
receives much notice, but there are scattere:| 
warnings about its dangers in inexperience: 
hands. The edema of the orbital tissues anii 
the bulging of the eyes produced by pare- 
phenylendiamin (a dye constituent) is pointe: 
out, The rapid fixation of the stomach an 
the quick fatality that always follows the in- 
gestion of formaldehyde is remarked upon. 
Tethelin (anterior pituitary lobe) effects only 
the blood pressure and not the urinary output 
of diabetes insipidus. Magnesium sulphat: 
by mouth is as effective in gall-bladder and 
duct draining as when given by duodenal tube. 
It is claimed to relax the sphincter and not 
cause a contraction of the gall-bladder. Lipio- 
dol is praised for its service in the diagnosis of 
spinal cord lesions. Again, it is condemned as 
dangerous. phedrin is advocated and com- 
pared to epinephrin. Sodium sulphocyanate 
is advised in elevation of blood pressure (5 
grains t.i.d.). Calcium chloride is a good 
diuretic (15 grains daily). TZryparsamid is 
just beginning to be tried in the treatment of 
paresis, Sodium bicarbonate in excess pro- 
duces alkalosis with often alarming symptoms 
—twitching muscles, nausea, vomiting, hic- 
cough, dry skin, edema, vertigo, weakness, 
drowsiness, coma, death. 


A surprising number of articles have dealt 
with the various phases of the blood, because 
there is still so much to be learned about it. 
and it is, of course, so accessible for examina- 
tion. Much space is given to the anemias, es- 
pecially to pernicious anemia. It is compared 
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to polycythemia, having similar symptoms 
as weakness, palpitation, and gastro-intestinal 
disturbances, It may be that both are due to 
the same thing, affecting the bone marrow dif- 
ferently. Diabetics who have the complica- 
tion of pernicious anemia are not influenced 
by insulin, The similarity between pernicious 
anemia and sprue, with a probable common 
causative agent, is again brought out. The 
value of splenectomy in purpura hemorrhagica 
is emphasized in several papers, There is one 
unfavorable report. One author presents a 
rather strong case against transfusion in gen- 
eral, except in cases of hemorrhage and the 
bleeding of the new born. It is pointed out 
that there is no anemia in Addison’s disease. 
The claim is made that iron and arsenic are 
valueless in secondary anemia, transfusion 
alone being effective. The platelets contro! 
hemorrhage, and the interesting point is made 
that they are low in chronic lymphatic leuke- 
mia and in the acute leukemias, thus explain- 
ing the tendency to hemorrhage in these con- 
ditions. The leucocytes are usually low in 
jaundice. The X-ray has no effect on the 
leucocytes of a “tourniqueted” extremity. 
Enormous increase in the eosinophiles of the 
blood (50-80 per cent) has been reported in 
some six or seven cases associated with gen- 
eral increase of the leucocyte count. It is 
spoken of as eosinophilic leukemia, It is ex- 
tremely rare. The lymphatic leukemia blood 
picture may be simulated by Vincent’s angina 
and tuberculosis. Cases are reported with a 
return of the blood to normal, The very grave 
dangers of the anemias of pregnancy and the 
puerperium are set forth. Many interesting 
studies of blood sugar have been made. On 
a normal diet the highest blood sugar rise 
occurs after breakfast. The next highest curve 
follows supper. Insulin should be given be- 
fore breakfast (8 A. M.); again at 5 P. M., 
and at midnight in the severe cases. So im- 
portant is the blood sugar estimation that it 
is thought feasible to have patients collect 
their own blood in oxalate tubes by a finger 
prick and send it in as they would urine for 
examination, It has been shown that there 
are hourly variations in the hemoglobin and 
size of the red blood cells. The ingestion of 
three yeast cakes a day is claimed to raise con- 
siderably the white cells of the blood (14,000). 
Beware of the blood count in a patient who 
has been taking yeast cakes, The icteric in- 
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‘dex test is valuable in the diagnosis of per- 
nicious anemia. 


VEssEts 

Studies of blood pressure in large groups 
of normal individuals continue in an effort to 
better establish the so-called normal age varia- 
tion. Claims are made both ways for the 
relation of essential hypertension to nephritis. 
Venous pressure is being widely studied and 
methods are being discussed, The prognostic 
value of venous pressure is stressed, It is as- 
serted that a venous pulse is normal in many 
people, coming through from the artery. On 
the other hand, a “regurgitant” venous pulse 
is said to be a common finding in tricuspid 
regurgitation and myocardial disease. It is 
under these circumstances a grave prognostic 
sign, 

High protein feeding in rabbits raises the 
blood pressure. Guanidin, a catabolic by- 
product normally excreted in the urine, is now 
under suspicion as a cause of high blood pres- 
sure, 


Lunes 

Nothing new has been brought out in this 
field, Cases of syphilis, and primary cancer 
and actinomycosis are reported. Chronic non- 
tuberculous infections are discussed. The 
idea is advanced by one author that pollen in 
season may cause seasonal bronchitis independ- 
ent of asthma. 


Gastro-INTESTINAL TRACT 


One of the best articles of the year is a plea 
for early diagnosis of cancer of the esophagus 
with its present 100 per cent mortality. Jack- 
son enumerates the early symptoms—‘“slight 
lump in the throat,” “tightness in the throat,” 
“a queer feeling in the throat’”—symptoms 
usually put down to globus hystericus. The 
hope of this class of person lies in the early 
use of the esophasgoscope—may be the X-ray. 

Neutral red given by vein or hypodermic is 
secreted by the stomach. It is therefore advo- 
cated as a test of gastric function, There is 
said to be no secretion in anacidity. Test 
papers are recommended in gastric analysis. 
Gastric juice is antiseptic in proportion to its 
acidity. The acidity of the stomach at differ- 
ent levels, as determined by two tubes, is 
fairly constant. This is at variance with 
previous reports. The high blood urea find- 
ings in ‘intestinal obstruction are important , 
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observations, Interesting symptoms are re- 
ported following the release of obstruction,— 
temperture, gain in weight, and diarrhoea 
with many cellular elements in the stoo!}. 
Uleer is responsible for much of the space 
given over to gastro-intestinal diseases, It is 
said that ulcers complicating skin burns are 
rare (5 per cent). When is an ulcer cured? 
Neither the X-ray nor laboratory tests can 
settle it. The surest test is the continued 
absence of symptoms. Stress is still laid on 
the superiority of medical to surgical treat- 
ment in most cases of ulcer. Dental infection 
is claimed as the chief cause of ulcer, The 
theory that the pain of ulcer is due to gastric 
motility is rebutted. A balloon in the stom. 
ach is used to demonstrate gastric motility. 
Soda does not relieve by reducing motility but 
by neutralizing acid, It is claimed that nau- 
sea is entirely a phenomenon of the duodenum. 
The ingenious device is advised of testing gas- 
tric acidity by following the alkaline tide of 
the urine. The colon has received much atten- 
tion. A Gram-+ diplococcus is reported from 
the Mayos as the cause of ulcerative colitis. 
Much colitis is of amoebic origin. Giardiasis 
is a common finding. It is pathogenic. 
Trichomonas is said to be non-pathogenic. 
Syphilis is rare in the gastro-intestinal tract. 


Dianeres AND THE Pancreas 

The urine is not a reliable guide in the 
diagnosis or treatment of diabetes. Insulin is 
non-effective in certain individuals, In others, 
it may do harm. The amount of glucose used 
in the glucose tolerance test should be cal- 
culated on the basis of the body weight and 
the surface in childhood, The frequency of 
gall-stones in diabetes leads to the theory that 
they are causative, mechanically affecting pan- 
creatic drainage and promoting pancreatic 
infection. Diabetic coma is discussed as an 
unnecessary complication, and it is pointed 
out that, though recovered from, it leaves the 
diabetic permanently injured, especially in 
the lowering of his carbohydrate tolerance. 

ENpocrines 

The thyroid holds the field. Iodine in pre- 
vention, in treatment, and as a danger in toxic 
adenoma is brought out, The Kottmann reac- 
tion is advocated as a test of thyroid activity. 
The fatigued man of low blood pressure, sub- 
normal temperature, slow pulse, increased leu- 
* cocytes, irritable and depressed, often shows 
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thyroid deficiency by the calorimeter, and im- 
proves on thyroid extract. 


Emotional reactions greatly vitiate meta- 
bolic determinations, and have to be carefully 
guarded against in interpretation. 


Nervous System 

Of the several articles on this subject the 
most significant is the suggestion of a keto- 
genic diet in epilepsy (C., 10-15 gms.; P., 1 
gm, per kilo; F., up to caloric needs). A 
valuable discussion of facial pain occurs. The 
atypical facial neuralgias are defined as show- 
ing no typical nerve distribution, remaining 
unchanged for months or years, being deep 
seated and unilateral, They are to be sharply 
distinguished from tic douloureux. There are 
the usual contributions to the literature of 
headache, vertigo and nystagmus, The last 
issue of Brain carries an interesting article on 
“Hepatico-Lenticular Disease”—a curious as- 
sociation of lesions in the liver and lenticular 
nucleus. 


INFECTIONS 

There are several reports of tularemia—a 
disease conveyed to man from the rabbit. The 
leptospirilla of the Japanese is described in 
several (2) cases of icterus, with fever. Rheu- 
matism is the subject of several papers. Rest 
in bed is stressed and post-febrile sanitarium 
treatment advocated. Oxygen appears to he 
coming back in the treatment of pneumonia. 
Gentian violet and mercurochrome intraven- 
ously are advocated in septicemia, Bismuth 
is a useful drug in syphilis, but the uncer- 
tainty of the whole treatment of Lues is em- 
phasized, because a negative Wassermann is 
not reliable as an index of cure. 


ARTHRITIS 

Despite the value of drugs, vaccines, pro- 
teins, diet, the physical treatment is by far 
the most important. This embraces the em- 
ployment of heat, light, electricity, ‘hydro- 
therapy, massage, and exercise. Backache and 
an underlying arthritis demand the use of the 
X-ray in diagnosis. 


CANCER 


There is relatively little on this subject. 


One sarcoma of the heart is reported. Blood 
sugar tolerance tests are declared to be of no 
value in the diagnosis of neoplasm, Empha- 
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sis is placed on diagnosis in the precancerous 
stage—whatever that may connote. Asthen!: 
and anemia in the middle aged, even without 
gastro-intestinal symptoms, demand an X-ray 
of the stomach or an exploratory operation. 
The backache of abdominal Hodgkin’s is re- 
lieved by the X-ray, but these cases with 
arthritic spinal changes do not show any 
bony improvement after deep X-ray therapy. 
SPLEEN 
A few articles of no great value. 
Kipney 

It is suggested that the normal digestive 
products (amino acids) may be a source of 
renal injury—a cause of nephritis. Many 
authors are still classifying nephritis. Mer- 
curochrome by vein is advocated in pyelitis. 
The pyogenic kidney is usually of hemato- 
genous origin. B. coli is not primary, Pyelo- 
nephritis is the pathological finding. Cases are 
pointed out simulating the laboratory findings 
of nephritis. The urinalysis is still the most 
valuable aid in kidney diagnosis. 


SKIN 

Eczema is often caused by focal infection. 
Five to ten per cent of the students of the 
University of Pennsylvania show ringworm 
of the feet (soft bunion). Radium is to he 
preferred to the X-ray in the treatment of all 
skin diseases. The study of the distribution 
of the hair and the pigmentation throws much 
light upon disease, especially certain types of 
endocrine disturbance. 


Terany 
It is maintained that tetany is an intoxica- 
tion brought about by nitrogen by-products 
and that calcium and acid-base disturbances 
are secondary. 
300 West Gracé Street. 


COMPLICATIONS OF TONSILLECTOMY. 
By G. B. GILMORE, M. D., New York, N. Y. 

That the removal of tonsils is far from a 
simple procedure is evidenced by the rather 
frequent reports of serious complications that 
may follow. This is not a plea for fewer 
tonsillectomies on the ground of complications 
but another attempt to emphasize the fact that 
a tonsillectomy is a major and a _ hospital 
operation. Too many tonsils are being re- 
moved outside of well-equipped operating 
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rooms, without adequate light, improper and 
often prolonged anesthesia, and with untrained 
assistants, These factors lie at the bottom of 
the great majority of serious sequelae. 

The first complication that always comes to 
mind is hemorrhage, either primary or post- 
operative, Danger of wounding the internal 
carotid is largely a myth as it normaily lie- 
15 to 25 mm. away and is separated from 
the tonsil by the pharyngeal aponeurosis. 
muscles and loose areolar tissue. Deaths have 
been reported when this vessel assumes an 
anomalous course and is injured, resulting in 
a fatal hemorrhage.'!| The condition is rare as 
is also the danger of wounding the lingual 
and external maxillary when in abnormal posi- 
tions. 

If all bleeding points are crushed with 
clamps or tied according to Coakley’s? method, 
the patient will leave the operating room with 
the fossa dry and no post-operative hemor- 
rhage will be anticipated. 

Hemophiliacs give a yery troublesome and 
generalized bleeding, but we can be fore- 
warned if a clotting time is taken on all cases 
and treatment given those showing a coagula- 
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tion time of over 5 minutes, 
coagulation test. ) 

The question of post-operative lung abscess 
and broncho-pneumonia has brought about 
much discussion as to the merits of local over 
general anesthesia in adults, It is now an 
accepted fact, I am giad to say, that we run 
less chance of lung infections after local than 
with general anesthesia. 

Under general anesthesia the simplest ex- 
planation of. the above complications is aspi- 
ration of infected blood, mucus or cheesy ma- 
terial from the tonsils into the tracheo- 
bronchial tree, That this is not the sole cause 
has been brought out by Myerson’ who holds 
that prolonged anesthesia causes injury to the 
bronchial tree or an inhibition of its expui- 
sive power. In 200 cases examined post-opera- 
tive, he found that 155 showed blood and 
mucus in varying quantities in the tracheo- 
bronchial tree, clearly showing some loss of 
expulsive force. This would certainly seem to 
favor subsequent. infection. 

Champions of general anesthesia point out 
that lung abscess follows a tonsillectomy un- 
der local. That this does occur no one can 
question, but it is unusual and extremely rare. 
It is brought about, and the same thing can 
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occur after a general anesthetic, by infected 
thrombi in the veins of the tonsillar fossa float- 
ing off into the circulation and lodging in the 
lung. This gives rise to a septic infarct 
which breaks down and suppurates, Inability 
to keep the throat at rest favors this occur- 
rence. 

Chamberlin‘ brings out the possibility of 
carrying infection into the deeper structures 
surrounding the tonsil capsule when injecting 
a local anesthetic. The result of this is a 
deep cervical abscess. I have had such a case, 
developing a large abscess which eventually 
pointed at the lower angle of the fossa, in 
which I am positive the point of the needle 
went through infected tonsillar tissue and car- 
ried bacteria to the deeper structures, To 
obviate this very painful complication, we 
should keep away from the tonsil and infiltrate 
around it in the loose tissue surrounding the 
capsule. 

Ear complications following tonsillectomy 
can vary from an acute tubal congestion to a 
purulent otitis media with its frequent compli- 
cation, acute mastoiditis, Mutilation of the 
tissues in the throat, coupled with the close 
proximity of the Eustachian tube orifice, are 
the etiological factors here. Gentleness and 
the completion of the operation with a mini- 
mum amount of trauma will avoid the above. 

That bacteriemia can follow tonsil enuclea- 
tion is shown by Dabney® in a recent paper. 
This would be of more frequent occurrence 
but for the fact that the operation does not as 
a rule break down the patient’s resistance. In 
Dabney’s case the patient was non-resistant 
from rather severe hemorrhage, so the body 
was easily overpowered by a large number of 
organisms liberated into the blood stream dur- 
ing the operation. 

Reports of post-operative diphtheritic in- 
fection superimposed upon the grey slough 
covering the tonsil fossa are reported in the 
literature. The general symptoms, together 
with the fact that the membrane creeps beyond 
the tonsil bed, will put us on the right track 
in the diagnosis. 

Just a word with regard to sudden death 
in cases of status lymphaticus. That this oc- 
curs in tonsil work can only point to the fact 
that the patients are operated upon without 
a previous physical examination. 
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Proceedings of Societies 


MEDICAL SOCIETY OF VIRGINIA. 


Report of the Legislative Committee. 

I herewith submit my report of the activi- 
ties of the Legislative Committee during the 
recent session of the Legislature: 

The Chiropractors made an attempt to have 
the Legislature create a separate examining 
board for the chiropractors, Their bill was 
introduced early in the session. I at once 
called a meeting of the Legislative Committee, 
which was held in the Secretary’s Office at 
Richmond. A number of representative doc- 
tors were present. The Committee instructed 
me, as Chairman, to oppose the Chiropractic 
Bill. This bill was heard before a joint meet- 
ing of the General Laws Committee of the 
House and Senate. Hon. Harris Hart, Super- 
intendent of Public Instruction, Dr. F. W. 
Boatwright, President of the University of 
Richmond, Dr. J. A. C. Chandler, President 
of William and Mary, and Dr Ennion G. 
Williams, State Health Commissioner, ap- 
peared before the Committee. Doctors Chand- 
ler, Boatwright, and Mr. Hart each made 
splendid talks against the bill on the ground 
that it lowered the standard of education in 
Virginia, pointing out that above all things. 
the standard of medical education should be 
high, that the health and lives of the people 
of the State might be protected, Their talks 
were most convincing to the Committee. 

Dr. Williams made a most excellent talk 
against the proposed bill, stating that the high 
standard of education in Virginia, both gen- 
eral and medical, had enabled the State Health 
Department to reduce the percentage of mor- 
tality in contagious and infectious disease to 
a very low percentage This, he stated, was 
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accomplished largely through the educated 
and trained doctors throughout the State. 

Doctors J. Shelton Horsley, J. Allison 
Hodges, and A. M. Willis, also spoke before 
the Committee. 

‘The Committee was very attentive to the 
argument from both sides. 

‘The Committee went into executive session 
and refused to report the bill out. The bill 
was referred to a sub-committee of three, At 
the next meeting, the sub-committee reported 
that the bill be passed by indefinitely. That, 
of course, meant the bill was killed. The fol- 
lowing morning after this report another 
Chiropractic Bill was introduced, and referred 


. to the Committee on General Laws. This bill 


also was referred to a sub-committee and was 
considered by them, the sub-committee re- 
porting that the bill be passed by indefinitely, 
again killing the Chiropractic Bill. 

Then it was that Mr. Wright, delegate from 
Roanoke, and a member of the General Laws 
Committee, wrote a bill having the same pur- 
pose as the original bill; that is, creating a 
special board of examiners for the chiroprac- 
tors, and adding very strict educational re- 
quirements. In his bill, he did not change 
the year of exemption. This bill, of course, 
did not suit the Chiropractors. However, they 
were told that it could be amended on the 
floor, and with this hope, the bill was passed 
out of the Committee. I did not attempt to 
secure a hearing on this particular bill, as I 
had been assured of the fact that there was no 
chance of a Chiropractic Bill passing the House 
of Delegates. 


When the bill came up on its second read- 
ing, on motion to dispense with the constitu- 
tional reading, it was killed by a vote of thirty- 
eight to thirty-nine, the law requiring four- 
fifths of the members voting to dispense with 
the constitutional reading. This vote was 
taken in the afternoon. At the session of the 
Legislature that night, the Chiropractic advo- 
cates attempted to take up the bill again. This 
was objected to on motion of Mr. Jones, of 
Richmond, to dismiss the bill from the calen- 
dar, the bill was dismissed on a vote of twenty- 
six against dismissing, and forty-one for dis- 
mission, This was about the strength of the 
Chiropractors in the House in the last Legis- 
lature. 

After the bill had been practically killed, 
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that is, several days before the bill was dis- 
missed from the calendar, several members of 
the Legislative Committee and other doctors 
who were present, suggested the idea of put- 
ting a Chiropractor on the Medical Examining 
Board, several of the Committeemen present 
believing that the Chiropractors should he 
represented on the Board as the osteopaths 
were. This, I agreed to, with the understand- 
ing that the bill creating an examining board 
for the Chiropractors had been killed.. Dr 
Kendig, who is a member of the Senate, intro- 
duced the bill, placing a Chiropractor on the 
Board, at the request of the Committee, Thé 
bill passed the Senate unanimously, but there 
was considerable objection to a Chiropractor 
being put on the Board by some members of 
the Examining Board and a number of doc- 
tors, I received a number of protests against 
the bill being enacted into law. I, at once, 
called the Legislative Committee together. 
The majority of the Committee present at the 
meeting agreed that a Chiropractor should be 
put on the Board. However, as it was not 
understood in the beginning of the session of 
the Legislature, nor had it been discussed at 
any meeting of the Medical Society, the Com- 
mittee decided that the matter should be con- 
sidered by the Medical Society, first. There- 
upon, the Committee instructed Senator Ken- 
dig to have his bill pigeon-holed in the General 
Laws Committee of the House. This, Dr. 
Kendig, assured them he would do and the 
bill was passed by indefinitely in the Com- 
mittee on General Laws in the House. 


The laws governing the practice of medicine 
in Virginia were not changed during the last 
session of the Legislature. 

I want to thank the Doctors of the State 
for their enthusiastic co-operation and the 
Medical Societies of Staunton, Norfolk County, 
and Richmond City, for their assistance in the 
recent fight. I also want to thank the 7imes- 
Dispatch and the News Leader, of Richmond, 
for the splendid editorials upholding the stand- 
ard of medical education in Virginia and their 
manly attack against creating a separate ex- 
amining board for the Chiropractors. 


H. U. SrerHenson, Chairman, 
Legislative Committee, 
Medical Society of Virginia. 
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The Southside Virginia Medical Association 

Met in Suffolk on March 9th, with a large 
attendance. A good program was rendered 
and free discussions were entered into by both 
members and yisiting doctors. After a most 
enjoyable dinner at the Hotel Elliott, the meet- 
ings adjourned to meet in Farmville on the 
second Tuesday in June. 

‘Dr. F. C. Rinker, Norfolk, is president, and 
Dr. R. L Raiford, Sedley, secretary. 


Rockbridge County Medical Society. 

At a called meeting of this Society on March 
22, Dr. E. P. Tompkins, of Lexington, was 
elected secretary to succeed the late Dr. B. W. 
Switzer. Dr. Robert Glasgow, also of Lexing- 
_ ton, is president. 


The Truth About Medicine 


THE TRUTH ABOUT MEDICINE 
In addition to the articles enumerated in our let- 
ter of January 30, 1926, the following have been ac- 
cepted: 
Lederle Antitoxin Laboratories 
Ragweed Combined Pollen Antigen—Lederle 
H. K. Mulford Co. 
Lamb’s Quarters Pollen Extract—Mulford Fourth 
Series 
Ragweed Pollen Extract (Fall)—Mulford Fourth 
Series 
Timothy Pollen 
Fourth Series 
Wormwood Pollen Extract—Mulford Fourth 
Series 
Swan-Myers Co. 
Elm Concentrated Pollen Extract—Swan-Myers 
Yellow Dock Concentrated Pollen Extract— 
Swan-Myers. 


Extract (Spring)—Mulford 


NEW AND NON-OFFICIAL REMEDIES 

Concentrated Pollen Extracts—Swan-Myers. In 
addition to products listed in The Journal, May 30, 
1925, p. 1634, the following have been accepted: 
Bermuda Grass Concentrated Pollen Extract— 
Swan-Myers; Costal Sagebrush Concentrated Pollen 
Extract—Swan-Myers; Elm Concentrated Pollen Ex- 
tract—Swan-Myers; Johnson Grass Concentrated 
Pollen Extract—Swan-Myers; Redroot Pigweed Con- 
centrated Pollen Extract—Swan-Myers; Sunflower 
Concentrated Pollen Extract—Swan-Myers; Sweet 
Vernal Grass Concentrated Pollen Extract—Swan 
Myers; Yellow Dock Concentrated Pollen Extract— 
Swan-Myers. Swan-Myers Co., Indianapolis. (Jour. 
A. M. A., February 27, 1926, p. 625). 


PROPAGANDA FOR REFORM 

Antistreptococcus Serum.—For some years the 
Council has been questioning the value of antistrep- 
tococcus serums. These products have been re- 
tained in New and Non-official Remedies with the 
caution that on the basis of clinical reports there is 
perhaps justification for the use of the serum in 
streptococcus infections, but that there is no scien- 
tific basis for it. In consideration of a report pre- 
pared by Dr. Emil Novak, on the basis of a ques- 
tionnaire sent to a number of surgeons, gynecolo- 
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gists and obstetricians, the Council voted to retain 
antistreptococcus serum preparations in New and 
Non-official Remedies provisionally. (Jour. A. M. A,, 
Feb. 6, 1926, p. 417). 

Florence Formula.—Florence Formula is another 
of the numerous alleged cures for hayfever and 
asthma sold on the mail-order plan. It is put out 


by the Florence Products Corporation, Kansas City, | 


Mo. The A. M. A. Chemical Laboratory reports that 
the “Florence Formula for Asthma, Bronchitis, 
Catarrh, Short Breath, Hay Fever and Allied Ail- 
ments” consisted of mottled, grayish white tablets 
and that each tablet contained the equivalent of 
approximately 0.18 Gm. of potassium iodide and 
0.0007 Gm. of arsenic trioxide (equivalent to one 
minim of “Fowler’s Solution”). From this analysis 
it is seen that the Florence Formula has essentially 
the same composition as another Kansas City Medi- 
cal mail order humbug “Asthma Tabs” examined 
in the Association’s Laboratory. (Jour. A. M. A, 
February 6, 1926, p. 435). 

Sanocrysin.—In spite of the disappointing results 
from the use of “Sanocrysin” in animal tuberculosis 
in the careful experiments carried out for the Hy- 
gienic laboratory by Theobald Smith, Wm. H. Park 
and E. C. Schroeder, it is possible that some re- 
newal of interest may arise as a result of recent 
papers by European physicians on the use of sodium- 
gold thiosulphate in human cases of tuberculosis. 
One naturally views with doubt the value of these 
reports, since these physicians have discarded the 
theories originally advanced and, to a large extent 
also, the use of the antitoxic serum. They thus 
place the substance in the category of the gold salts 


used in the therapy of tuberculosis with which a | 


long record of varied experiences is available. It 
is possible that the use of gold may have some 
value, but there is no evidence at hand today; 
hence the wisdom of American physicians in await- 
ing definite proof of action in animal tuberculosis 
before using it in the human disease will save much 
suffering and distress. (Jour. A. M. A., Feb. 13, 
1926, p. 487.) 

National Health. Service—Some time ago the 
United States Public Health Service issued a warn- 
ing that the “National Health Service,” Washington, 
D. C., was attempting to capitalize the research 
work done by the United States government and to 
confuse the public into believing that it was in some 
way identified with the Public Health Service of 
the government. The offices of the National Health 
Service are no longer in Washington, D. C., but in 
New York City. The concern is either operated 
from two addresses—17 West Sixtieth Street and 
70 Fifth Avenue—or there are two concerns of the 
same name. From the first address a _ so-called 
“Book of Health,” a urinalysis “health service” and 
a line of fad foods are sold. From the Fifth Avenue 
address letters are sent to industrial concerns urg- 
ing them to purchase “a remarkable discovery for 
kidney disease, which has produced unbelievable re- 
sults even in extreme cases where all other means 
have failed.” An analysis of Rensano, made in the 
A. M. A. Chemical Laboratory, confirmed by pharma- 
cologic tests, carried out at the University of IIli- 
nois, showed that Rensano is essentially milk sugar 
with a minute amount of alcohol. This inert and 
therapeutically worthless product is exploited to in- 
dividuals and industrial plants with the suggestion 
that working men suffering from such serious con- 
ditions as nephritis and diabetes should be given 
this product in lieu of medical attention. (Jour. 
A. M. A., Feb. 13, 1926, p. 502). 

Formaldehyde Fumigators.—The term “solidified 
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formaldehyde” is used loosely, sometimes denoting 
dry paraformaldehyde, but more generally denoting 
a solidified mass of soap, tallow, or such substance 
with formaldehyde. When paraformaldehyde is 
heated formaldehyde and some sublimed paraformal- 
dehyde are given off. The amount of formaldehyde 
yielded depends on a number of conditions. In the 
case of solidified formaldehyde, the concentration of 
the formaldehyde and the amount of vapor evolved 
must be known to judge its efficiency. Fumigation 
as a means of preventing the spread of disease is 
regarded as far less important than formerly. (Jour. 
A. M. A., Feb. 18, 1926, p. 505). 

Acacia and Intravenous Injections.—The harm- 
fulness of acacia in the treatment of shock and 
hemorrhage has been pointed out repeatedly. The 
changes resulting from the use of this otherwise 
inert agent bear on the many-sided question of in- 
travenous therapy. The investigations of Hanzlik 
have shown the wide changes which occur in the 
blood and tissues. Confirmatory of the work of 
Hanzlik, it was found that the blood after injection 
of acacia is definitely altered. The danger of intra- 
venous injection of acacia has been fully demon- 
strated. The warning against acacia may be ex- 
tended to other blood substitutes and in fact to in- 
travenous injections in general. (Jour. A. M. A,, 
Feb. 20, 1926, p. 556). ;, 

Inner-Clean.—Inner-Clean (Inner-Clean Manufac- 
turing Company, Los Angeles) is claimed to assist 
nature and “Progressively and Thoroughly Cleanses 
and Rejuvenates Relaxed, Flabby Intestines.” Those 
who order Inner-Clean by mail are sent in addition 
to the preparation, a leaflet advertising the ‘“Mucus- 
less-Diet Healing System.” The “system” apparently 
is a book which sells for $1.50. Examination of 
Inner-Clean in the A. M. A. Chemical Laboratory 
showed the product to be essentially a coarse herb 
mixture (with a little sand), consisting mainly of 
Senna leaves. (Jour. A. M. A., Feb. 20, 1926, p. 570). 

Administration of Mercury and Arsphenamine.— 
The arsphenamines are so reactive that they may 
not be combined in solutions with mercury salts for 
intravenous administration. Alternation of drugs, 
rather than simultaneous administration, is the 
present trend of antisyphilitic medication. Mercury 
compounds administered intravenously should be 
given more frequently and over a longer time than 
is permissible for the administration of arsphena- 
mine in sufficiently large doses. Furthermore, it 
is generally advisable not to give intravenous mer- 
cury medication, but to employ the forms such as 
the insoluble salts (or certain soluble salts), intra- 
muscularly or to apply inunctions. (Jour. A. M. A., 
Feb. 20, 1926. p. 572). 

Pertussin.—The reason the medical profession 
should refuse to prescribe Pertussin is not primarily 
because the stuff is advertised to the public, but 
that it is a product of indefinite composition, mar- 
keted under a nondescriptive therapeutically sugges- 
tive name, and is exploited with misleading claims. 
Pertussin is one of many proprietaries which has 
been popularized through the uncritical testimonials 
given the physician. (Jour. A. M. A., Feb. 20, 1926, 
p. 578). 

Glucose-Dextrose.—Legislation now under consid- 
eration in Congress aims to modity the interpreta- 
tion of the Federal Food and Drugs Act so that 
food products shall not be deemed adulterated or 
misbranded “because of having been preserved or 
sweetened with an article commonly known as corn 
sugar, also with an article known as fruit sugar or 
levulose.” From the standpoint of nutrition and 
health, no reasonable objection can be offered to 


this proposal. It should be emphasized that in the 
new pharmacopeia “glucose” connotes the syrupy 
substance; the pure substance such as is used for 
treatment of hyperglycemia following a large dose 
of insulin is now described under the name dex- 
trose (sometimes called d-glucose; formerly de- 
scribed also under the name anhydrous glucose). 
This may lead to confusion, as many physicians 
still speak of “glucose” injections, which under the 
new pharmacopeia are really “dextrose” injections. 
(Jour. A. M. A., Feb. 27, 1926, p. 628). 

Burgess-Johnson-Webb Syndicate of Frauds.—On 
February 11, 1926, the Postmaster-General issued a 
fraud order against a group of medical mail-order 
swindles conducted by Ward H. Webb, W. W. Bur- 
gess, an@Linn D. Johnson, who conducted the Gray 
Advertising Agency, Kansas City, Mo. As the Dale 
Laboratories they sold “Virex,” a fraudulent cure 
for deafness, a fake cure for “stomach trouble’— 
“Dale’s Wonderful Stomach Remedy’’—and a kidney 
cure humbug, “Dale’s Kidney Prescription.” Under 
the trade name of King’s Laboratories they sold a 
pyorrhea cure swindle. As the Hilton Laboratories 
they sold “Hilton’s Vitamines to Make You Fat.” As 
Warren Laboratories they sold “Clear-Plex” and 
other fake beauty preparations. As the Webb Chemi- 
cal Co., they sold a fraudulent cure for asthma, the 
“Famous Webb Combination Prescription.” As 
Walker Institute, they sold “Walker’s Prostate Spe- 
cific,” exploiting those with prostate trouble. As the 
Restorex Company, they soid “Restorex Tablets,” 
a weak-man remedy, while they sold a fake rheuma- 
tism cure—the “3-Way Combination Treatment,” 
under the name of the 3-Way Chemical Company. 
These are but a few of the twenty-seven schemes 
operated through the mails by this group. The 
Solicitor’s memorandum shows that the prepara- 
tions were made for them by George A. Breon & 
Co., of Kansas City. It was brought out that Bur- 
gess, Johnson and Webb had no medical training, 
and none of the “laboratories” were laboratories in 
fact. (Jour. A. M. A., Feb. 27, 1926, p. 641). 

Cod-Liver Oil Emulsion.—As a short period of 
aeration at a low temperature does not lead to de- 
struction of either vitamin A or vitamin D (the 
antirachitic vitamin), it is safe to say that emulsi- 
fied cod-liver oil is equal in vitamin potency to 
the unemulsified. 

Recresal.—It is claimed to be: “Highly efficient, 
corroborative for the sick, convalescents and those 
in need of recreation,” and “Specially recommended 
in cases of weakness and exhaustion of a physical 
and psychic nature, in bodily and mental over- 
strain; indispensable for the preservation of the 
tone of muscles and nerves.” Tests made in the 
A. M. A. Chemical Laboratory show that sodium 
acid phosphate is the essential constituent. There- 
fore, the claims made for the product are prepos- 
terous. (Jour. A. M. A., Feb. 27, 1926, p. 645). 


Book Announcements 


International Clinics. A Quarterly of Illustrated 
Clinical Lectures and Especially Prepared Original 
Articles on Medicine, Surgery and other Special- 
ties. By Leading Members of the Medical Pro- 
fession Throughout the World. Edited by HENRY 
W. CATTELL, M. D., Philadelphia, with Col- 
laborators. Volume I. Thirty-sixth Series. 1926. 
Philadelphia and London. J. B. Lippincott Com- 
pany. 1926. Cloth. 309 pages. Price of set, $12. 
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Editorial 


Damaged Hearts and High Blood Pressure. 


Hearts may be damaged before high blood 
pressure, Hearts may be damaged after high 
blood pressure. Hearts may be damaged in 
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part before and in part after. Factors operat- 


ing within the body for a prolonged period of 
time, producing a state of hypertension in 
the arterial stream, damage either the crippled 
or previously normal heart. This is neces- 
sarily true because the heart is a chief actor 
in the make up of blood pressure, Physiologic 
blood pressure is produced by the (a) pump- 
ing action of the heart, (b) resistance of the 
arterioles and capillaries in the periphery, (c) 
elastic recoil of the blood vessel wall, and (d) 
amount of blood volume. Heart force and 
ventricular strength must be increased in states 
of hyper-arterial-tension, If the heart is nor- 
mal at the primary stages, it becomes damaged, 
as time goes on, by the added work alone re- 
quired, if not from other important associated 
conditions. If the heart is already defective 
either in its valve function, its muscle func- 
tion, or its “private” circulatory function, in- 
creased arterial pressure, and the “things” that 
go along with it, make a damaged heart act 
up in the syndrome prominently in the hyper- 
tension case. The central pumping station 
necessarily receives added work with each con- 
traction when the resistance has been increased 
by obstructive factors in the peripheral capil- 
laries, and when, besides, the rigidity of the 
vessel wall has been tightened. At once this 
means, in increased tension, that the heart, 
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pumping the same amount of blood, has jer- 
formed extra work. Overwork, constantly 
produced, brings about damage and distressing 
terminal stages. This group of cardiopaths 
inevitably come to the internist and genera! 
physician for relief during the advanced or 
final stages of chronic arterial tension. 


High blood pressure may present itself in 
three types: Essential hypertension, nephritic 
hypertension, and arteriosclerotic hyperten- 
sion, Writers of texts and of current litera- 
ture do not agree on the matter of classifica- 
tion, If agreement were arrived at probally 
so many exceptions could be cited to discre:lit 
the verity of the classification, that it is hardly 
worth while to attempt to say that each case 
can be assigned to one or the other of this or 
that group. But for our purposes we may say 
that essential hypertension is that sort of high 
blood pressure to which neither the arterial 
wall or the kidney contributes gross or dis- 
coverable changes, This form of increase: 
blood pressure may arise, possibly, from the 
action of the pathologic elements in the blood 
stream itself acting upon the fine blood ves- 
sels in the field of outlying circulation. The 
retention of excessive blood metabolites may 
produce spasm or cramp in the delicate 
arterioles, and, thus kick-up too great a degree 
of resistance. Heart action is met by this 
breakwater of resistance and in time, tension 
is raised by virtue of the increased pumping 
force of the heart, and by the spasm of the 
arterioles and resistance of the periphery with 
an equal volume of blood circulating. In 
chronic nephritis it is rather easy to see a 
relationship to arterial tension, Pathology in 
the kidney, involving the vascular and the 
tubular structures of this organ, brings about 
sclerotic changes which involve the entire ar- 
terial system. Such cases of hypertension are 
cardiopaths as well. In arteriosclerotics also 
one finds high blood pressure, although the 
kidney function may not be demonstrably im- 
paired in some, and the signs of kidney de- 
generation, commonly found in urine exami- 
nations, may be deficient. The vessel wall is 
palpably hardened and thickened. The ten- 
sion is high. The heart in such cases is very 
likely to participate in the pathologic process 
and furnish symptoms suddenly and irrevoc- 
ably bad. 
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Damaged Hearts of Hypertension. 
1. Pecroris 


‘The syndrome of angina pectoris may occur 
and does occur without arterial hypertension. 
The arterial pressure may be low in angina 
pectoris. But hypertension cases often have 
damaged hearts which show dramatically the 
serious cardiac syndrome of angina pectoris; 
these anginal attacks often end disastrously. 
The hypertension case may present suddenly 
the symptoms of angina, to-wit, pain in the 
chest behind the sternum, radiating across the 
chest and down the left arm, and a sense of in- 
tense alarm and fright. This is angina pec- 
toris. This pain crisis may occur without or 
following exercise, exertion or excitement. 
The attack becomes immediately all absorbing 
and critical, The grip of the breast pang 
comes with a mental alarm of extreme inten- 
sity. Yet the attack may be more subtle and 
not so characteristic. The pain may be retro- 
sternal but not so terrific; none the less signi- 
fieant, however, Again, the pain may cross the 
chest, radiating to both arms and backward 
transfixing the thorax with a three-way pain 
which cuts short the breath and terrifies the 
patient, One must be wise to the vagaries and 
humors of the pain of angina because this 
symptom is the master actor in a tragic part. 
The syndrome, physicians know, may follow 
the most insignificant incident. One writer 
has spoken of “angina of effort” and “angina 
of decubitus.” It does not appear that it is 
important to determine whether the attack is 
one of effort or of decubitus, For a damaged 
heart that gives a display of symptoms of 
such as are found in angina pectoris, whether 
from effort, or while the body is prone, is 
far away along the path of advanced diseases. 
If an effort produces a heart pang or if the 
attack comes on while the patient is in bed, 
the heart damage, in the face of hypertension 
especially, is extremely grave. These dam- 
aged hearts exhibiting angina pectoris asso- 
ciated with hypertension have pathology of 
more or less varied assortments. Commonly, 
however, clinicians agree that aortitis and 
sclerosis exist. To this myocardial changes 
have an important association. The ventricle 
walls hypertrophy and dilate and undergo de- 
generation. Aortic valve lesions and sclerosis 
of the aorta have also a place in this pathol- 
ogy; the coronaries are “shot.” 
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Physical findings may or may not elicit heart 
murmurs. The action of the heart may not 
be grossly altered. The X-ray of the chest 
may or may not show the increased diameter 
or enlarged aorta, The signs of pulmonary 
edema, the symptoms of passive hyperemia 
may follow. The paroxysm may eventuate in 
death. Recovery may never be complete al- 
though frequent attacks may be deferred. 
Blood pressure may vary; to extreme heights 
or to very low levels. 

Because of the occurrence of this condition 
at night while in bed or after a day’s work, it_ 
is described as the angina of decubitus. Com- 
ment on this may be made as it often ends so 
tragically, Nocturnal angina is probably de- 
pendent upon night conditions. The patient 
may be wakened with a mere sense of difficult 
breathing, and with a sternal pain, This may 
alarm the patient, and asthmatic or dysp- 
noeic breathing follow. With a pain across the 
chest and radiating down the left arm to the 
wrist, the patient may experience pulmonary 
edema. This denotes heart failure and it 
alarms. Here is a patient beginning in an 
attack of angina and terminating in a state 
of heart decomposition and failure. This dam- 
aged heart, under hypertension ,has been over- 
powered probably by the prolonged decubitus, 
by an overfilled and unemptying stomach, by 
gas oppression. ; 


2. Curonic Myocarpiris 


Myocarditis may be characterized by low 
blood pressure. Often the cases of myocarditis 
with low blood pressure are perplexing ones 
and require diagnostic scouting of the more 
active” sort. But in the high blood pressure 
cases chronic myocarditis obtains in a large 
number of instances, High blood pressure and 
cardiac hypertrophy go hand in hand. Car- 
diac hypertrophy, in its terminal stage or ad- 
vanced stage of chronic hypertension, under- 
goes structural changes which make for a bad 
acting heart, It is to this type of myocarditis 
that attention is directed. Microscopic changes 
reveal changes affecting muscular fibres, and 
Vaquez says there are two kinds, hard and 
soft sclerosis, He says hard sclerosis consists 
of “fibroid tissue poor in cellular elements, 
containing at the most a few leucocytes in 
lymph-spaces at the edge of sclerotic patches.” 
These follow the muscle structure of the heart. 
Arteries and veins show little change. The 
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soft sclerosis shows enormous vascularity, Ac- 
cording to Vaquez in this type capillary ves- 
sels are thickened and confluent. 

Myocarditis with hypertension may be diffi- 
cult to elicit so far as symptoms go because 
the evolution of the two conditions is slow. 
In the onset the symptoms are indefinite. The 
accentuation of the second aortic heart sound 
denotes cardiac hypertrophy. Later arterial 
tension gives place to ominous signs, arrhy- 
thmias, palpitation, precordial pain, shortnes: 
of breath, anginoid sternal pain, and cardiac 
murmurs, ete. 

Dyspnoea is a most striking and important 
symptom in the damaged heart of hyper- 
trophic type. Shortness of breath on slight 
exertion, but especially dyspnoea without exer- 
tion, is a symptom of a damaged heart. 
Paroxysmal dyspnoea with or without crepit- 
ant rales at the base denotes failing compensa- 
tion which may eventually be characterized by 
pulmonary edema and pleural hydrops. 


3. THe ArruyrHMtIAs 


Irregular action of the heart may and does 
occur without hypertension, There are arrhy- 
thmias unrelated to high blood pressure. But 
high blood pressure results from the heart 
action; the heart muscie becomes a part of the 
specifications of its varied pathology. The 
myocardium undergoes compensatory change 
with the evolving patholgy of chronic hyper- 
tension. Not only does the auricular and yen- 
tricular contraction follow in proper sequence 
in the normally acting heart, but also the 
function of the specialized meuro-muscular 
bundle for initiating and conducting heart im- 
pulses acts regularly. But, it is concefvable. 
that a musculature, under constant overwork, 
subjected to vascular changes and muscular 
degeneration, may, in due course, undergo dis- 
order and damage, It is upon such a basis that 
one may think of arrhythmias of the heart oc- 
curring in chromic hypertension. 

At the junction of the superior vena cava 
with the right auricle is situated this special- 
ized tissue and from here the heart receives 
at regular intervals stimuli. From here the 
stimulus of contraction rhythmically spreads 
over the auricles, then by the auricular bundle 
to the ventricles, which contract in turn, The 
vagus curbs the procedure, The functions of 
the special heart mechanism are rhythm, con- 
ductivity, excitability, and contractility. From 
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above cited causes of hypertension these func- 
tions are interrupted and the damaged heart 
acts irregularly. These irregularities are 
variously classified into sinus arrhythmias, ex- 
tra systoles, auricular fibrillation, auricular 
flutter, paroxysmal tachycardia, heart b'ock, 
ete. 

To discover these irregularities in the |e- 
ginning instruments of precision are neede |; 
for this purpose the electrocardiograph and 
polygraph are used. But the physician who is 
trained in observing the heart may detect, with 
the aid of his stethoscope and his finger on the 
radial pulse, and his eye upon the veins of the 
neck, many of the irregularities of the heart 
in time to institute measures for relief of 
a bad acting myocardium. Many of these 
more grave heart irregularities, however, ave 
expressions of hopeless damaged heart to which 
no remedial measures may be applied with 
success, 

4. Heart 

There are other causes of heart failure than 
arterial hypertension, There are many other 
causes, but yet high blood pressure may be 
and is frequently the cause of heart failure. 
The heart begins failure at the left ventricle. 
The left ventricle bears the brunt of the work 
in hypertension, By its systolic force it main- 
tains the high pressure. Cardiac hypertrophy 
and competent aortic valves carry on for a long 
time. Then the second aortic heart sound lose- 
its high note, the aortic ring valves and the 
left ventricle dilate, regurgitation occurs, the 
pressure falls, the right heart ventricle and 
auricular-ventricular valves yield, the auricle 
dilates; the heart fails. Pulmonary edema, 
angina pains, shortness of breath, cyanosis. 
gallop rhythm and heart delirium follow. 


After forty years the heart should receive 


special consideration. Hypertension of the 
fifth and sixth decades should he detected and 
measures of every available sort taken to fore- 
stall the fateful trend of the damaged heart 
with hypertension in its various terminal 
stages. Much can be done. The second forty 
years cannot be attained without careful di- 
rection, if the heart is beginning to fail in the 
fourth decade. 

Experience and observation of years lead to 
the conclusion that much is negiected today 
that is remediable in damaged hearts. In 
habits, in exercise, in daily routine, in infec- 
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tions, in dysfunction of organs, much may be 
done to relieve the damaged heart and enable 
it to carry on for years, For this a wide- 
spread interest in the periodic physical exami- 
nation is advocated. By this system of exami- 
nations failing hearts may be helped. This is 
probably the most important organ to be care- 
fully studied, It is so often neglected. Fear 
of being told that one has heart disease is often 
a cause among laymen for not being examined. 
Few laymen are there who do not fear heart 
disease, when, in fact, probably no organ re- 
sponds with happier effect to treatment in the 
early stages of the damage. 


Dr. George Ross 


In his eighty-ninth year Dr. George Ross. 
of Richmond, Va., peacefully passed to his 
eternal rest, on the morning of March thirty- 
first. 

Dr. Ross was a distinguished member of 
the medical profession in Virginia. He was 
known throughout the Commonwealth and the 
South as a foremost practitioner. For more 
than fifty years he practiced his profession in 
Richmond. Here his skill was sought and ob. 
tained by a large clientele. His were busy 
days, and often nights as well, during the de- 
cades before and after the turn of the century. 


Besides conducting a large practice Dr. 
Ross was the chief surgeon of the Southern 
Railroad, He was one of the founders of the 
University College of Medicine at Richmond. 
For a number of vears he held with striking 
success the chair of Obstetrics in that institu- 
tion, As a teacher he showed an interesting 
characteristic worthy of mentien. In his lee- 
tures he displayed a charm in delivery and « 
rhythm in diction which gave his medical tec- 
tures great popularity among the students. 
Any student who was favored by hearing his 
lecture on the female pelvis will not fail to 
recall, with pleasure and profit, the wealth of 
knowledge therein contained, or the grace and 
charm of the rendition. In remembering the 
spontaneity of his speech one can not but. note 
Dr. Ross’ delight in the use of words for the 
purpose of rhyme. His “Scatter Leaves” ex- 


presses with ease, in beautiful sentiments, hi- 
fine thoughts on friends, events, and God; be- 
tokening the fineness of a clean heart and life. 


While Dr. Ross’ 


work as practitioner i< 
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worthy of high praise, and his career as 
teacher notable, no appreciation, no matter 
how brief, can properly be concluded without 
commenting upon the charming personality 
and fine quality of his mind, One can hardly 
overstate the winning effect of the princely 
personality of our lamented friend. Of com- 
manding bearing and distinguished address, 
in his palmy days, Dr, Ross’ presence was 
striking and engaging. No matter whether in 
the sick room, in the hospital, in the patriotic 
parades of some Confederate memorial, or 
gracing the formal occasion of an exclusive 
social function, Dr. Ross was an outstanding 
person who elicited interest and attention. 
The bearing of a courtly Virginia gentieman 
was the badge of his individuality. The genu- 
ine kindliness of manner animated by vivacious 
and ready speech drew to him a large cirele 
of friends and admirers. 

In the evening of his long life, after retire- 
ment from practice, the lasting devotion of a 
large host of admirers in all walks of life was 
attested by the unceasing attentions and inter- 
est of these former patients and old friends. 
They brought him gifts, they came to visit 
him, they remembered him on anniversaries, 
they were ever attached to him and wished him 
well, Many received his blessings as he we!- 
comed them at his home in his dec lining years. 
For those beautiful qualities of 1 gentle na- 
ture Dr, George Ross will be long se 

There were two additional characteristic. 
of his life; he was a soldier and he was a 
churchman. No braver heart and no more 
valiant spirit ever drew a sword, In the cause 
of the Southern Confederacy he fought as he 
saw the right. As a youth, just from his 
medical studies, he cast his fortunes and his 
life with the Southern Army. He served with 
distinction and with honor, In the last years 
of his life his association with his Confederate 
comrades was constant and he found deep in- 
terest in talking of the days of the civil war. 

As a churchman, this physician's career is 
striking. A member of St. Paul’s church 
in Richmond, he served on its vestry for years. 
It was an inspiration to see him, long after 
the frost years had whitened his beard and his 
hair, receive, with dignity and grace, the ot- 
ferings from the congregation. 

A. G. B. 
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News Notes 


More Rural Hospitals Needed. 


More rural hospitals are needed throughout 
the country to overcome to some extent the 
shortage of country physicians. Graduates in 
medicine, after going through an expensive 
and lengthy specialized training, prefer city 
practice where up-to-date medical facilities are 
available. In a survey recently made by the 
U. S. Department of Agriculture, it was found 
that not more than 12 per cent of the rural 
population of the United States enjoys any- 
thing like modern health supervision, Forty 
Kentucky counties in 1924 were without ade- 
quate medical service, and one of these counties 
did not have a single doctor. In a Montana 
County of 5,000 square miles, there were only 
three doctors and no hospitals. In Minnesota, 
127 small villages were reported to be without 
doctors. 

Seventeen states have passed laws authoriz- 
ing counties to tax themselves for hospital pur- 
poses and many rural hospitals have been 
built. These have been found of particular 
value in maternity cases, It has been esti- 
mated that 750,000 women in the United States 
annually pass through childbirth without medi- 
cal attention. A large proportion of these 
women live on farms. There is no doubt that 
the mortality rate among them could be greatly 
reduced by the provision of adequate medical 
and hospital facilities. Neglect of mother- 
hood is also held responsible for many of the 
physical defects of children. 

The report on the country hospital situation 
describes the various kinds of rural and small 
community hospitals and states that the best 
satisfaction is given rural people by hospitals 
in which they have a direct interest. 


The Dallas Meeting 


Of the American Medical Association is 
right upon us. Many good things have been 
prepared and “a feast of reason and a flow of 
soul” may be expected by those who attend. 
Dr. William D. Haggard. of Nashville, Tenn.. 
is president and Dr. Wendell C. Phillips, of 
New York City, president-elect. Virginia is 
to be represented by three delegates in the 
House of Delegates—-Drs. Southgate Leigh. 
S. S. Gale and FE. C. S. Taliaferro, alternate 
for Dr. Hunter H. McGuire, of Winchester. 
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Dr. W. L. Davenport, 


Formerly of Amelia, Va., is now located at 
Glade Spring, Va. 


Doctors Home From New York. 

Drs. J. V. Jordan and J. M. Emmett, Clif- 
ton Forge, Va., have returned home after a 
trip to New York City, where they atten le: 
a medical meeting. 


The Blind Can be Made Self-Supporting. 

Pennsylvanians are now witnessing a most 
unusual campaign which has the two-fold pur- 
pose of acquainting the various communities 
of that State with the principal causes of 
blindness and the means of eliminating or 
counteracting them, and then of educating 
them to a better appreciation of the existing 
opportunities for training the blind and the 
near-blind to become self-supporting, happy 
and constructive citizens, The campaign is 
being financed by the Lions Club and is being 
(lirected by the Pennsylvania Association for 
the Blind, of which a totally blind man is see- 
retary. 

The central figure in this campaign is Hon. 
Henry E. Lanius, totally blind, who has for 
fourteen years been a member of the Pennsy!- 
vania Legislature and is a nationally known 
chautauqua speaker. Senator Lanius will 
spend the next year in conducting one-week 
campaigns in each of the Pennsylvania citic- 
in which there is a Lions Club. 

The National Committee for the Prevention 
of Blindness states that in Pennsylvania alone. 
last year, 538 eyes were lost in industrial ac- 
cidents, and that a total of $800,598 was paid 
workmen as compensation for this loss, while 
at the same time a total of $793,952 was pai 
for the loss of 97 legs, 73 arms, and 190 hands. 


Dr. Nelson Mercer, 


Formerly tuberculosis clinician with the 
Richmond Health Bureau, has returned to 
Richmond, after a service with the U. 5S. 
Veterans’ Bureau, and has opened offices at 
1100 West Franklin Street, for the practice of 
medicine. 


Dr. R. Ruggieri, 


Of Norfolk, Va., diplomatic representative 
of the Italian government, was the principal 
speaker at a meeting of citizens of Italian birth 
and descent, held in Richmond, last month. 


[April, 


rh 


64 | 
In 
ll 
N 
cl 
a 
ul 
5 
a 
h 
I 
1 
XUM 


oril, 


Indentured Children Often Improperly 

Treated. 

The statutes of twelve states—Arkansas, 
Illinois, Indiana, Kansas, Maryland, Michigan. 
Nevada, Pennsylvania, Rhode Island, Virginia, 
West Virginia, and Wisconsin—still permit 
child indenture The Children’s Bureau, upon 
request of Wisconsin authorities, recently made 
a survey in that State, of conditions obtaining 
in homes provided for indentured children. Of 
540 homes visited, 48 per cent were considered 
actually detrimental to the children, 44 per 
cent as satisfactory, and only 8 per cent as 
high grade. 


Dr. W. H. F. Miller, 

Clifton Forge, Va., was called to Florida. 
last month, on account of the illness of his 
sister. 


Seaside Cottage Sanitarium. 

Doctors W. L. Harris and Claiborne Will- 
cox, who for the past six years have operated 
the Seaside Cottage Sanitarium, during the 
summer months, for the use of their private 
patients, are just completing a modern twenty- 
four room building on the water front at Vir- 
ginia Beach, to be used as an all the year round 
sanitarium for medical cases, convalescents, 
and in fact for any who may desire the quiet 
restful atmosphere of the seashore. 

Doctor C, Z. Corpening will be the physi- 
cian in charge and will reside in the sani- 
tarium. 

During the summer months, the institution 
will cater chiefly to mothers with sick chil- 
dren, who will be under the direct supervision 
of Doctors Harris and Willcox as heretofore, 
but other patients also may be admitted at all 
times. 

The Sanitarium will open June Ist. 


New Officers of State Board of Health. 

At a meeting of the Virginia State Board of 
Health, on April 1st, Dr. W. T. Graham, Rich- 
mond, was elected president, to fill the vacancy 
caused by the death of Dr. W. M. Smith, Dr. 
(Guy Harrison, Richmond, vice-president, and 
Dr. Lawrence T, Royster, University, secre- 
tary. 

Dr. Roshier W. Miller, 

Richmond, was elected president of the 
North Richmond Athletic Association, at its 
reorganization meeting the first of this month. 


Dr. W. Calhoun Stirling, 
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Who moved to Washington, D. C., from 
Winston-Salem, N. C., less than two years ago, 
has been appointed associate professor of 
Genito-Urinary Surgery in the Georgetown 
University Medical School, Washington, D. C. 
Dr. Stirling is an associate member of the 
Medical Society of Virginia. 

Dr. W. Grimes Byerly, 

Of the class of ’24, Medical College of Vir- 
ginia, formerly engaged in general practice in 
Cooleemee, N. C., is now an assistant physi- 
cian on the staff of the North Carolina Sana- 
torium for the Treatment of Tuberculosis, at 
Sanatorium, N. C. 


Dr. John W. H. Pollard, 

Who moved to Quincy, IIl., several years 
ago, from Lexington, Va., has been appointed 
commissioner of health of Evanston, IIl. 


Virginia Shows Decline in Birth Rate Among 

Better Classes. 

There was a decline in last year’s birth rate 
in Virginia, as compared with former years, 
and there are similar reports of declining birth 
rates in other states and countries. The serious 
part of this decline is the fact that the num- 
ber of births to 1,000 native women is less than 
half of what it is to foreign women. An ex- 
amination of Virginia birth certificates shows 
that the number of children per family in the 
sections of the cities where the standard of 
living is high is much smaller than in the sec- 
tions where the groups are mixed. As stated 
by the Bureau of Vital Statistics, it takes but 
a few generations to change the character of 
the population. 


Dr. E. P. Tompkins, 
Formerly of Roanoke, Va., is now located in 
Lexington, Va. 


Dr. A. G. Coumbe, 

Until recently of Washington, D. C., has 
been appointed manager of the Sub-Office of 
the U. S. Veterans’ Bureau, in Honolulu, T. H. 


Visit Europe. 

Among the Tidewater physicians attending 
the Interstate Post-Graduate Clinic Assem- 
blies of American Physicians in Europe, this 
Spring, will be Dr. J. E. Rawls, of Lakeview 
Hospital, Suffolk, Va., and Dr. James W. Reed, 
of Ocean View, Norfolk, Va. 
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Dr. W. M. Tunstall, 
Lovingston, Va., was reported quite ill with 
“flu” last month. 


- The American Psychiatric Association 

Will hold its annual meeting in New York 
City, June 8-11, with headquarters at the Wal- 
dorf-Astoria, The president is Dr. C, Floyd 
Haviland, of Albany, N. Y., and the secretary, 
Dr Earl D. Bond, of Philadelphia, The an- 
nual address, always the special feature of 
these meetings. will be given by Dr. George 
E. Vincent, of the Rockefeller Foundation. 


Dr. Henry T. Garriss, 

Of the class of ‘24, Medical College of Vir- 
ginia, who recently completed an interneship at 
the State Hospital, Hazelton, Pennsylvania, 
has located in Richmond, for the practice of 
medicine, and has offices at Brookland Park 
Boulevard and North Avenue. 


Why Children Leave School. 

Few children “play truant” from school, 
compared with the number of children stay- 
ing away from school with the knowledge and 
consent of their parents. 

Investigation of compulsory attendance laws 


in the State of New York by Teachers’ Col- 
lege, New York City, showed this to be the 


case, The investigators recommended educa- 
tion of the parents rather than police methods 
with the child. 


Boy Immigrants, Australia. 

“Big Brother” committees to look after boy 
immigrants have been organized in Australia, 
according to the official announcement of the 
High Commissioner for Australia in London. 
As soon as a boy arrives, he is placed under 
the care of a big brother who helps him to find 
employment and undertakes to look after him 
till he is twenty-one. The boy agrees to fol- 
low the advice of his big brother and to put 
a part of his wages, which are fixed for be- 
ginners at 15 s. a week and “keep” in a Govern- 
ment bank. 


Married. 

Dr. Gerald A. Ezekiel, Richmond, Va., and 
Miss Julia-May Sommers. Washington, D. C.. 
February 22. 

Statue to Dr. Crawford W. Long. 

In Statuary Hall, Washington, D C.. on 

March 30th, there was unveiled a statue of 
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Crawford W. Long, M. D., of Georgia, the 
first to use ether anesthesia, This date was 
selected for the unveiling as being the eighty- 
fourth anniversary of the discovery. A com- 
mittee from the Medical Association of 
Georgia attended the exercises, at which the 
principal addresses were made by Dr. Hugh 
H. Young, of Johns Hopkins Hospital and 
Senator Pepper, of Pennsylvania, who repre- ~ 
sented the University of Pennsylvania from 
which Dr. Long graduated in medicine in 189, 


Dr. A. B. Grubb 

Returned to his home at Cripple Creek, Va.. 
about the middle of March, after a short stay 
in Grayson County, Va., where he went to at- 
tend the funeral of his brother. ~ 


Dr. R. E. Booker, 
Lottsburg, Va., left recently for a visit to 


Florida. 


Dr. Albert E. Wilson, 


Of Norfolk, Va., has announced his can- 
didacy for the City Council of that place, in 
the election to be held June 8th. Dr. Wilson’s 
experience gained from his association wit! 
the development of Park Place, Norfolk. 
should fit him to become a good councilman. 


Dr. and Mrs. D. S. Divers 


Returned to their home in Pulaski, Va., the 
latter part of March, after a short visit to 
Mount Airy, N.C. 


Dr. L. T. Rusmiselle, 

Until recently of Waterford, Va., has moved 
to Washington, D. C., and has offices at 644 
F' Street, Southwest. 


“A Guide to Good Meals for the Junior 

Homemaker” 

Is a bulletin which has recently been issued 
by the Government—the first of its kind solely 
for the adolescent. It is written in a style that 
should gain and hold the interest of the young 
reader, and may be had, while the supply lasts, 
by writing to the United States Department 
of Agriculture, Washington, D. C. 


Dr. St. Clair Darden, 

Of the class of 12, Medical College of Vir- 
ginia, was elected president of the Indiana Tu- 
berculosis Association, at its meeting held in 
February. Dr. Darden was at one time a mem- 
ber of the Medical Society of Virginia. He 
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has for several years been medical superin- 
tendent of Healthwin Hospital, just outside 
of South Bend, Indiana. 


Dr. W. B. Fuqua 

Has been quite sick at his home in Radford. 
Va. 
Dr. Ernest Flora, 

Of Roanoke, Va., was a recent visitor in 
Lawrenceville, Va. 


Dr. Sidney L. Scott, 

Of Fredericksburg, Va., has been elected 
president of the Chamber of Commerce of that 
place, for the year beginning April the first. 
The American Board of Otolaryngology 

Has arranged for two examinations during 
the month of April as follows: 

St. Paul’s Sanitarium, Dallas, Texas, Mon- 
day, April 19th, at 9 A. M.; 

Stanford University Medical School, Clay 
and Webster Streets, San Francisco, Calif.. 
Tuesday, April 27th, at 9 A. M. 

Applications may be secured from the Sec- 
retary, Dr. H. W. Loeb, 1402 South Grand 
Boulevard, St. Louis, Missouri. 


Dr. Joseph M. Burke, 

Chief surgeon of the Seaboard Air Line 
Railway, and for many years a resident of 
Petersburg, Va., has moved to Norfolk, Va., 
and has offices in the S. A. L. Railway Build- 
ing 
Dr. A. B. Greiner, 

Rural Retreat, Va., has been elected second 
vice-president of the Chamber of Commerce 
of that place. 


Dr. Stuart McGuire, 

Richmond, Va., by invitation, delivered the 
address on surgery, at the annual meeting of 
the South Carolina Medical Association, in 
Sumter, early this month. 


Dr. William O. Neal, 

Until recently of Asberrys, Va., has located 
at Chatham Hill, Va. 
Dr. and Mrs. T. P. West, 

Bedford, Va., left about the middle of March 
for a visit to Florida. 


Dr. M. E. Hundley, 

Martinsville, Va., who went to Philadelphia 
for treatment, following the death of his wife. 
is now much improved. 


Dr. William W. Cleere, 


Formerly of Hopewell, Va., but who moved 
away from Virginia several years ago, has re- 
turned, after practicing for a time in New 
Jersey, and has located at Keysville, Va., 
where he will be engaged in the practice of 
medicine. 


Health Work, New Hampshire. 


The New Hampshire Tuberculosis Associa- 
tion has adopted a program providing for the 
examination and treatment, when treatment is 
necessary, of all children in the State who are 
under weight and suffering from malnutrition, 
according to an announcement of the bulletin 
of the State Board of Health. 


How the Home Fails the Child. 


Four-fifths of 400 children brought to 
Massachusetts “habit clinics,” failed to get 
what a “normal” home should give them, ac- 
cording to a statement by the Massachusetts 
division of mental hygiene. 

The Massachusetts division assumes that a 
hormal home should give a child not only food 
and shelter but training in conduct, affection, 
some of the culture of the group to which he 
belongs, opportunity for play, companionship 
with other children, According to this stand- 
ard only one out of five of the habit clinic 
children had a real home. In most cases 
where the home failed the child it was not 
through poverty, but for spiritual reasons. 
For instance, of 280 children, 83 per cent re- 
ceived no teaching from their parents of what 
right or wrong behavior is; 78 per cent re- 
ceived no effective control, nearly 50 per cent 
lived in homes showing no cultural interests, 
41 per cent lacked opportunity for normal 
play, and 10 per cent were unloved. 


Child Sweatshop Workers. 


Twelve hundred children in 600 families 
were found doing factory work at home, ac- 
cording to an investigation by the Pennsyl- 
vania Department of Labor and Industry. 
All these children were under sixteen, and 
half were between ten and fourteen, Pennsyl- 
vania is now attempting to regulate industrial 
home work and to protect both the workers 
and the public by requiring licenses from home 
workers and granting them only when the law 
is lived up to. 
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Dr. E. W. Perkins, 


Of Petersburg, Va., left the last of March 
for a trip to New York. 


Dr. Wilkins J. Ozlin, 
Recently of Dundas, Va., is now at Catawba 
Santatorium, Va. 


Dr. James H. Hargrave, 

Petersburg, Va., received a broken arm and 
was cut and bruised in several places, on the 
night of March 11, when his automobile was 
side-swiped by another and plunged down an 
embankment. 


Dr. D. B. Stuart 

Has returned to Dublin, Va., after spending 
several months as assistant to Dr. J. R. Blair, 
at Hygeia Hospital, Richmond. 


Physical Defects in University Students. 
According to the Journal of the Americar 
Medical Association, the department ot 
hygiene and public health at the University 
of Kentucky, in Lexington, recently examined 
837 freshmen and it was found that none of 
them was free from physical defects. There 
were 512 males and 325 women. The largest 
number of defects were of the nose and throat, 
and the next largest number was of vision. 
More women than men students had defective 
feet, but there were sixteen men students and 
no women with skin disease. About one-eighth 
of the total number had some form of heart 
disease, and not quite a third had been vacci- 
nated against smallpox in the last five years. 


Dr. H. O. Bell, 

Of the class of 20, Medical College of Vir- 
ginia, has accepted a position on the staff of 
the Essex County Hospital, Cedar Grove, New 
Jersey. Dr. Bell was for a time connected with 
the Richmond Bureau of Health. 


The Physicians’ Home, Inc. 


Organization plans are progressing rapidly 
for the National Endowment Fund of the 
Physicians’ Home, Inc., the movement to pro- 
vide homes for the old and financially insecure 
physicians of the country. The plan has been 
endorsed by the American Medical Association 
and contributions are being received from all 
over the country. 

Mr. Charles Capehart, Times Building, 22nd 
Floor, Broadway and 42nd Streets, New York 


[April, 


City, is campaign director and will furnish 
any information requested. 

The plan is to establish one home in the 
Northeastern territory, including Pennsyl. 
vania, New Jersey, New York and the New 
England states. Option has been secured on 
an estate in Connecticut, fifty miles from New 
York City, for this unit. 

The Southern territory will include the states 
from Maryland to Florida, Our readers will 
be interested in learning that the hospital 
building erected by the late Dr. G. T. Divers, 
at Stuart, Va., is being considered for the unit 
in this section. 

Two other units to include the Middle West 
and the far West are also planned. 


The Annual Report of St. Elizabeth’s Hos- 
pital, Richmond, 

For its fourteenth year, ending December 
31, 1925, shows that twenty-three articles and 
one book were published by its staff during 
the year. The book is “Surgery of the Stom- 
ach and Small Intestines” by Dr. J. Shelton 
Horsley. 

There were 728 operations, 141 cystoscopies, 
and a total number of 926 patients Of this 
number, thirty-eight died, making a general 
hospital mortality of 4.1 per cent. The opera- 
tive mortality was 3.9 per cent (one patient 
dying within twenty-four hours after admis- 
sion); the non-operative surgical mortality 
was 5.8 per cent (one patient dying one and 
one-half hours and another two and one-half 
hours after admission) ; the medical mortality 
was 4.8 per cent; the urological 2.3 per cent. 
There were 942 anesthesias and 9,812 labora- 
tory examinations. _ 

There were seventy-five cancer cases in the 
926 patients admitted to this hospital during 
1925, which shows that 8 per cent of all pa- 
tients had malignant tumors. 

The report includes a case history of the 
thirty-eight patients who died in the hospital. 


Dr. A. W. Terrell, 

Lynchburg, Va., has been elected one of the 
delegates from the Lynchburg Rotary Club 
to the District Convention to be held in Dur- 
ham, N. C., this month. 


Dr. E. M. Chitwood, 

Wytheville, Va., has been elected captain of 
the medical unit of the 116th infantry, National 
Guard, which has been organized in that place. 
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Blue Ridge Sanatorium to Have an Addition. 

The Masonic Grand Lodge of Virginia will 
construct an infirmary and pavilion at Blue 
Ridge Sanatorium, Charlottesville, Va. Plans 
are being prepared and work will shortly be 
started, with the hope of getting it ready for 
occupancy by the first of the coming year. It 
is understood that Masons’ and members of 
their families will have preference on the wait- 
ing list in entering this building. 


Dr. L. E. Fuller, 
Callands, Va., has been appointed a member 
of the Pittsylvania County School Board. 


The Virginia Society of Oto-Laryngology and 
Ophthalmology 

Will hold its annual meeting in Petersburg, 
April 27, under the preesidency of Dr. H. 8. 
Hedges, of Charlottesville, Va, Dr. E. U. 
Wallerstein, Richmond, is secretary. An in- 
teresting program has been arranged and sev- 
eral invited guests are expected to present pa- 
pers. 

The American Health Congress, 

In which sixteen national organizations will 
participate under the auspices of the National 
Health Council, will be held at Atlantic City, 
May 17-22, inclusive, with headquarters at the 
Steel Pier. An interesting program and the 
natural attractions of Atlantic City are ex- 
pected to draw an attendance of about 7,000. 
Special railroad rates from all parts of the 
country have been secured. 


Current History Magazine. 

In connection with our service of placing 
magazine subscriptions for members, we es- 
pecially call attention to Current History. 
This magazine has no editorials, but publishes 
each month articles by expert writers on mat- 
ters that are occurring in all parts of the 
world, and also gives a review of what has hap- 
pened in all countries of the world during the 
preceding month. If interested why not send 
us the price of $3.00 at once that we may place 
your subscription ? 


Conference of State Health Workers. 

As we go to press health workers from all 
parts of the State and the Virginia Public 
Health Association are completing a confer- 
ence in Richmond. Many subjects of interest 
to health workers are being discussed. Among 
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the prominent speakers before the conference 
are Surgeon General Hugh S. Cumming, of 
the U. S. Public Health Service, Dr. W. G. 
Smillie, of the International Health Board of 
New York City, Surgeons L. L. Lumsden and 
R. E. Dyer, of the U.S. Public Health Service, 
and Dr, William H. Howell, of Johns Hop- 
kins University. 

Officers elected for the coming years are: 
President, Dr. R. W. Garnett, Danville; first 
vice-president, Dr. P. M. Chichester, Claren- 
don; secretary-treasurer, Dr L. L. Williams. 
Surgeon of the U. S. Public Health Service, 
attached to the State Board of Health (re- 
elected). Mr. Aubrey H. Straus, of the labora- 
tory of the State Board of Health, was elected 
representative to the American Public Health 
Association. 


Adult Weight Conference. 

Upon request of the editor of the Delineator 
magazine, officials of the American Medical 
Association recently held a conference known 
as the “Adult Weight Conference” at the 
Academy of Medicine in New York City. Mrs. 
Meloney, editor of the Delineator, sought 
scientific advice and co-operation in an en- 
deavor to reach some sound basis on which to 
reply to the large number of women who ap- 
peal to her editorial department for advice and 
suggestions regarding questions of weight. 

As a result of the deliberations of this con- 
ference, several committees were appointed to 
conduct a careful study of the relationship of 
forced weight reduction to health. Dr, Wen- 
dell C. Phillips, president-elect of the A. M. 
A, and Dr. Morris Fishbein, editor of the 
Journal of the A, M. A., were among the 
speakers at this conference. 


Joint Meeting of Dental Associations. 

The North Carolina Dental Society and the 
Virginia State Dental Association will hold a 
joint meeting in Richmond, Va., April 13, 14. 
and 15, with headquarters at Jefferson Hotel. 
Dr. Harry Bear, Richmond, is president of the 
Virginia Association. 

Health Heroes. 

The Metropolitan Life Insurance Company, 
of New York City, is publishing a series of 
pamphlets on medical men, They are espec- 


ially prepared under the direction of the 
School Health Bureau of the Metropolitan 
Welfare Division for junior and senior high 
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school use. The first two of these pamphlets 
are on Pasteur and Trudeau. Others in the 
series will be on Reed and Jenner. 


Dr. William H. Parker 


- Will be among the Richmond Rotarians who 
will attend the annual district conference of 
Rotarians in Durham, N, C., the middle of this 
month. 


Civil Service Examinations. 


The U.S. Civil Service Commission, Wash- 
ington, D. C., announces open competitive ex- 
aminations for: 

Principal social worker (social hygiene), re- 
ceipt of applications to close April 20; 

Head nurse, receipt of applications to close 
May 11; 


Trained nurse (psychiatric), receipt of ap- 
plications to close May 15; 


Social worker (psychiatric), receipt of ap- 
plications to close May 18; 


Graduate nurse and graduate nurse (visit- 
ing duty), applications to be rated as received 
until June 30. 


Full information and application blanks for 
any of the above examinations may be obtained 
from the U. S. Civil Service Commission, 
Washington, D. C., or the secretary of the 
board of U. S. Civil Service Examiners at the 
postoffice or custom house in any city. 


Dr. and Mrs. A. I. Dodson 


Have just returned to their home in Rich- 
mond, Va., after a visit to Baltimore, where 
Dr. Dodson spent some time attending urolo- 
gical clinics. 


Dr. and Mrs. W. T. McLemore 


Celebrated the silver anniversary of their 
wedding at a reception in their home in Court- 
land, Va., on the evening of April 3rd. 

Dr. L. O. Vaughan, 


Waverly, Va., is at home again after a motor 
trip with friends to Washington, D. C. 


Dr. and Mrs. M. H. Tredway, 


Of Emporia, Va., left early in April for 
New York City, where Dr. Tredway expects 


to spend some time taking a post-graduate 
course. 
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Dr. H. S. Belt, 


South Boston, Va., was a recent visitor in 
Richmond. 


Dr. H. R. Farley, 


Pulaski, Va., recently visited his former 
home in Giles County, Va. 


Obituary 
Dr. George Ross, 

For many years a prominent member of the 
medical profession, died at his home in Rich- 
mond, March 31, at the age of eighty-eight 
years. He is survived by two daughters and 
a brother. Dr. Ross was born in Culpeper 
County, Va., and received his academic edu- 
cation at Virginia Military Institute, A fter 
this he studied medicine at the University of 
Virginia, receiving his diploma in 1561. 
Shortly thereafter he entered the Confederate 
army as an Assistant surgeon. Following the 
war, he located in Richmond and took an active 
part in the social and professional life of the 
city. Dr. Ross was an honorary member of 
the Medical Society of Virginia, emeritus pro- 
fessor of obstetrics at the Medical College of 
Virginia, a Shriner, and had been identified 
with a number of local and national organiza- 
tions, by many of which he had been honored. 
Dr. Emory Hale Connelly, 

A well known physician of Southern Vir- 
ginia, died at Alberta, Va., March 18, following 
the cutting of an artery in the leg. It is be- 
lieved that Dr. Connelly killed himself as the 
result of despondency, although for the past 
several months he had seemed in good spirits. 
He was forty-four years of age and graduate 
from the former University College of Medi- 
cine, Richmond, in 1905. He had been a mem- 
ber of the Medical Society of Virginia since 
1906. A large family connection survives him. 
Dr. Thomas S. McDavitt, 

Trustee of the American Medical Association 
continuously since 1913, died in St. Paul. 
Minn., March 3, aged sixty-six years. He was 
graduated from the Chicago Medical College 
in 1879. He was for a number of years secre- 
tary of the Minnesota State Medical Associa- 
tion and had represented his state in the House 
of Delegates for several terms before being 

made a trustee. 
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